MEDICAL PROCEEDINGS 


MEDIESE 


A South African Journal for the 
Advancement of Medical Science 


) BYDRAES 


’n Suid-Afrikaanse Tydskrif vir die 
Bevordering van die Geneeskunde 


P.O. Box 1010 - Johannesburg { Posbus 1010 - Johannesburg 


Editor : Redakteur 
H. A. Shapiro, B.A., Ph.D., M.B., Ch.B., F.R.S.S.Af. 


Vol. 6 


24 September 1960 


No. 19 


EDITORIAL - REDAKSIONEEL 


THE DEEPENING CRISIS IN CONTRACT 
PRACTICE 


On 14 November 1959 we drew attention’ to 
the serious situation which confronted the 
medical profession in an editorial entitled 
Medical Practice at the Cross Roads. In our 
view the situation arose from certain develop- 
ments in the field of contract practice whereby 
the doctor was increasingly expected ‘to sub- 
sidize the service he provides—a situation with- 
out parallel in professional, commercial or in- 
dustrial spheres.” The editorial concluded : 

‘If ever there was a time for the whole medical 
profession to stand united in defence of its own 
as well as the public interest, and to ensure the 
retention of the control of its own destiny in its 
own hands, it is now in this struggle which is 
developing between the medical profession and those 
outside it. We must prevent a situation whereby 
the profession is knee-haltered and rendered incap- 
able of anything except acts of submission.’ 

The beginning of this year brought with it 
no cause for us to feel any easier about the 
position. The year 1960 ushered in a period 
which we felt was to be a year of decision, and 
we stressed the fact that the coming months 
were fraught with difficulty for private prac- 
titioners in their relationship with organiza- 
tions paying for medical services on a preferen- 
tial tariff. This tariff has been evolved over 


|. Editorial (1959): Medical Practice at the Cross 
Roads, Med. Proc., 5, 477. 

2. Idem (1959): Med. Proc., 5, 478. 

3. Editorial (1960): 1960—A Year of Decision, 
Med. Proc., 6, 1 


DIE STEEDS GROTER WORDENDE 
KRISIS IN DIE KONTRAKPRAKTYK 


Op 14 November 1959, in ’n inleidingsartikel 
onder die opskrif Die Mediese Praktyk by die 
Kruispad, het ons die aandag gevestig' op die 
ernstige toestand waarvoor die mediese profes- 
sie te staan gekom het. Volgens ons mening 
het hierdie toestand ontstaan ten gevolge van 
sekere verwikkelinge op die gebied van die 
kontrakpraktyk. Daar word naamlik in ’n 
steeds groter mate van die dokter verwag om 
die diens wat hy self verskaf, te subsidieer— 
’n toestand sonder weerga in die professionele. 
kommersiéle of industriéle sfeer.” Die betrokke 
inleidingsartikel is soos volg afgesluit : 

As daar ooit ’n tyd vir die hele mediese professie 
was om skouer aan skouer te staan om sy eie sowel as 
die publiek se belange te verdedig, en om sy lotge- 
valle in sy eie hande te hou, dan is dit in hierdie 
stryd wat nou klaarblyklik tussen die mediese pro- 
fessie en diegene wat daarbuite staan, ontbrand. Ons 
moet voorkom dat ’n posisie geskep word waar die 
professie in so ’n mate gekniehalter word dat hy net 
tot onderwerping, en niks anders nie, in staat is.’ 

Die aanbreek van die nuwe jaar het geen 
redes meegebring wat ons enigsins geruster 
oor die toestand laat voel het nie* Die jaar 
1960 het ’n tydperk ingelui wat, volgens ons 
mening, ’n jaar van beslissing sou wees, en ons 
het klem gelé op die feit dat die komende 
maande veel moeilikheid gaan oplewer vir 


1. Redaksioneel (1959): Die Mediese Praktyk by 
die Kruispad, Med. Bydr., 5, 477. 

. Idem (1959): Med. Bydr., 5, 478. 

. Redaksioneel (1960): 1960—’n Jaar van Be- 
slissing, Med. Bydr. 6, 1. 
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the years primarily to meet the needs of those 
who required charitable assistance. 

Those who seek such a preferential tariff 
from the profession justify the reduced fees 
they pay not only on the grounds that the sub- 
scribers concerned are deserving of assistance, 
but also emphasize the fact that payment of 
accounts is prompt and guaranteed (i.e. there 
are no bad debts). We are therefore disturbed 
by increasing numbers of reports from our 
colleagues that many months of most pro- 
tracted delay are occurring in the settlement 
of accounts which are not in dispute. | 

Entirely overlooked, also, is the enormous 
increase in administrative duties thrust upon 
the doctor’s already fully occupied office staff, 
often leading to increased expenditure for the 
maintenance of the detailed records required. 
Such factors do much to depress further the 
often already unsatisfactory remuneration for 
the medical services provided. 

It is not surprising to learn, therefore, that 
among our colleagues the feeling is growing 
that something drastic must be done by the 
individual practitioner to deal with the situa- 
tion. This has led, e.g. to the printing of the 
following notice on an account form: 


NOTICE TO MEMBERS OF MEDICAL AID 
SOCIETIES AND SCHEMES 


I do not recognize the tariffs of fees of Medical 
Aid Societies or Schemes; nor does my acceptance 
of members of such associations as patients imply 
either that I am prepared to adjust my charges in 
accordance with their tariffs, or that I look to the 
Societies or Schemes for payment of members’ 
accounts. 

Patients are expected to settle their accounts 
directly with me on the basis of my own charges. 
Members of Societies or Schemes are accepted as 
patients on that express condition only. 

On the reverse hereof are given the particulars 
required by Medical Aid Societies and Schemes so 
that members may try to recover their disbursements 
by submitting the receipted accounts to the Societies 
or Schemes to which they belong. 

In view of the Medical Council's insistence 
on the right of patients to know the extent 
of their financial commitments for medical 
services, the publication of such a notice can 
only be regarded as highly ethical and we com- 
mend it (in its present or in some revised 
form) to the attention of all our colleagues 
who may find it a useful guide to the solution 
of some of their current problems. 


It is regrettable that the profession should 
be forced into a situation in which individual 
practitioners have no alternative but to adopt 
such an attitude. It is, however, necessary to 
follow such a dignified and unambiguous 
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private praktisyns in hul verhouding tot die 
organisasies wat volgens ’n voorkeurtarief vir 
mediese dienste betaal. Hierdie tarief is oor ’n 
tydperk van jare opgestel in die eerste en ver- 
naamste plaas om in die behoeftes te voorsien 
van diegene wat liefdadigheidshulp nodig het. 

Diegene wat aansoek om so ’n voorkeur- 
tarief by die mediese professie doen, regverdig 
die verminderde gelde wat deur hulle betaal 
word nie alleen op grond daarvan dat die be- 
trokke lede hulp verdien nie, maar hulle 
beklemtoon ook die feit dat die betaling van 
rekenings vinnig geskied en boonop gewaar- 
borg is (d.w.s. dat daar geen slegte skulde is 
nie). Ons is derhalwe verontrus deur die toe- 
nemende aantal verslae wat ons van kollegas 
ontvang, naamlik dat die vereffening van 
rekenings waaroor daar geen verskil bestaan 
nie, maande lank vertraag word. 

Iets wat heeltemal oor die hoof gesien word, 
is die enorme toename in die administratiewe 
pligte wat op die dokter se reeds druk besige 
spreekkamerpersoneel afgedwing word. Dik- 
wels gee dit aanleiding tot vermeerderde uit- 
gawes vir die te boek stelling van die breed- 
voerige aantekeninge wat benodig word. Sulke 
faktore doen veel om die reeds onbevredigende 
vergoeding vir die dokter se mediese dienste 
nog verder te verminder. 

Dit is derhalwe nie verrassend om te verneem dat 
die gevoel al hoe meer onder ons kollegas posvat dat 
iets drasties deur die individuele praktisyn gedoen 
moet word om die toestand die hoof te bied nie. 
Dit het reeds aanleiding gegee, byvoorbeeld, tot die 
druk van die volgende kennisgewing op ’n rekening- 
vorm: 


KENNISGEWING AAN LEDE VAN MEDIESE HULP- 
VERENIGINGS EN SKEMAS 


Ek erken nie die gelde wat deur mediese hulp- 
verenigings en skemas neergelé is nie. Hoewel ek 
lede van sulke verenigings behandel, veronderstel dit 
nie dat ek bereid is om my mediese gelde aan te 
pas by die tariewe van die betrokke verenigings of 
skemas, en laasgenoemde te nader vir die ver- 
effening van lede se rekenings nie. 

Lede van mediese hulpverenigings en skemas word 
alleenlik as pasiénte verwelkom indien hulle bereid 
is om persoonlike verantwoordelikheid vir hul reke- 
nings te aanvaar. 

Op die keersy hiervan verskyn die besonderhede 
wat vereis word deur mediese hulpverenigings en 
skemas voordat hulle enige rekenings betaal, en lede 
kan probeer om hul uitbetalings te verhaal deur die 
voldane rekenings aan die hulpverenigings of skemes 
waaraan hulle behoort, te stuur. 

Met die oog op die Geneeskundige Raad se aar- 
drang op die reg van die pasiént om van die om- 
vang van sy geldelike verpligtinge vir mediese 
dienste in kennis gestel te word, kan die publikasie 
van so ’n kennisgewing alleen as hoogs eties beskou 
word, en ons beveel dit (in sy huidige of in die een 
of ander gewysigde vorm) by al ons kollegas aan. 
Bes moontlik sal dit ’n nuttige leidraad vir hulle wecs 


hospi 
receiy 


avera 
may 
provi 
avera 
an 
can f 
in su 
medi 
inter 


R 


In th 
radiur 
of cai 
menos 
integr 


{Ja 


med. 


Physic 
catech 
times 

proba 
and o 
the 


4. I¢ 


= 24 Se 
cours 

econc 
ing 1 
a Or 
monc 
whicl 
condit 
work, 
the 
trol it 
secure 
It 
‘ 
the si 
denti 
Plan, 
cal / 
= when 
medi 
vidin 
to lea 
gives 
= virtu: 
we 

= 


1960 


t die 
f vir 
yor ‘n 
ver- 
yrsien 
het. 
keur- 
erdig 
etaal 
e be- 
hulle 
y van 
waar- 
de is 
> tO€- 
llegas 

van 
staan 


word, 
tiewe 
yesige 

Dik- 
e uit- 
yreed- 
Sulke 
gende 
ienste 


dat 
rat dat 
zedoen 
d nie. 
‘ot die 
ening- 


JLP- 


hulp- 
vel ek 
tel dit 
aan te 
ngs of 
> -ver- 


; word 
bereid 
reke- 


erhede 
gs en 
n lede 
ur die 
kemes 


€ aan- 
e om- 
\ediese 
likasie 
seskou 
ie een 
S aan. 


e wecs 


24 September 1960 


course in the interests of preserving the 
economic basis of the profession and maintain- 
ing its high professional standards. 


One of the continuing and ever-present 
dangers is the possible development of a 
monopoly of consumers, i.e. lay organizations 
which may find themselves 

‘in a position to dictate to the profession the 
conditions under which medical practitioners shall 
work, live and earn. There is a real danger that 
the profession may be deprived of the right to con- 
trol its own destiny, unless it takes timely steps to 
secure its independence and autonomy.’ 

It is against this complex background that 
the situation must be considered and evaluated. 
One of the hopeful signs is the (almost provi- 
dential) establishment of the Medical Services 
Plan, the profession’s own scheme for prepaid 
medical care which is sponsored by the Medi- 
cal Association of South Africa. At a time 
when we are informed of drastic reduced 
medical benefits by some organizations pro- 
viding cover for medical care, it is heartening 
to learn of the growing success of a Plan which 
gives the patient comprehensive (in practice, 
virtually total) cover for medical, surgical and 
hospital services. The participating doctor 
receives customary private fees for persons of 
average income. The Medical Services Plan 
may well be the solution to the problem of 
providing full medical protection for those of 
average means, at the same time that it creates 
an environment within which the profession 
can function with autonomy and security. Only 
in such a climate can a desirable pattern of 
medical practice be preserved so that the public 
interest can best be served. 
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tot die oplossing van sommige van die probleme 
waarvoor hulle tans te staan gekom het. 

Dit is betreurenswaardig dat die professie inge- 
dwing moet word in ’n posisie waar die individuele 
praktisyn geen ander alternatief het nie, en noodge- 
dwonge so ’n houding moet aanneem. Dit is egter 
nodig om hierdie waardige en onomwonde pad te 
bewandel terwille van die instandhouding van die 
ekonomiese grondslag van ons professie en die 
handhawing van sy hoé professionele standaarde. 

Een van die voortdurende en altyd aanwesige ge- 
vare is die moontlike ontwikkeling van ’n mono- 
polie van  verbruikers, d.w.s. leke-organisasies 
,wat later in so ’n sterk posisie kan verkeer dat 
hulle die voorwaardes waaronder geneeshere werk, 
lewe en hul geld verdien, sal kan voorskryf. Daar 
is ’n wesenlike gevaar dat die professie beroof kan 
word van die reg om oor sy eie lotgevalle te beslis, 
tensy stappe gedoen word om die onafhanklikheid 
en outonomie van geneeshere te verseker.’ 

Dit is teen hierdie ingewikkelde agtergrond dat 
die toestand oorweeg en geévalueer moet word. Een 
van hoopvolle tekens is die (byna toevallige) stig- 
ting van die Mediese Diensteplan, die professie se 
eie skema vir vooruit betaalde versorging, wat onder 
beskerming van die Mediese Vereniging van Suid- 
Afrika tot stand gebring is. Op ’n tydstip wan- 
neer ons hoor van die drasties verminderde mediese 
behandeling van sommige organisasies wat dekking 
vir mediese behandeling verskaf, is dit verblydend 
om te verneem van die toenemende welslae van 'n 
plan wat die pasiént van omvattende (in die prak- 
tyk feitlike algehele) dekking vir mediese, chirur- 
giese en hospitaaldienste voorsien. Die deelnemende 
dokter ontvang sy gebruiklike private gelde vir per- 
sone met ’n middelbare inkomste. Die Mediese 
Diensteplan kan bes moontlik ’n oplossing bied vir 
die probleem verbonde aan die beskikbaarstelling 
van volledige mediese beskerming vir die man met 
’n gemiddelde inkomste, en terselfdertyd ’n omge- 
wing skep waarin die professie met outonomie en 
veiligheid kan optree. Slegs in so ’n klimaat kan 
die wenslike patroon van die mediese praktyk op 
’n manier gehandhaaf word wat in die beste belang 
van die publiek sal wees. 


ABSTRACTS 


RADIOTHERAPY AND BLOOD PYRUVIC ACID 


In the course of radiotherapy, particularly when 
radium is used, the pyruvic acid level in the blood 
of carcinoma patients increases markedly, a pheno- 
menon which is due either to elevated tissue dis- 
integration or to stress. 


{Jarvinen, P. A. and Widholm, O. (1959): Ann. 
med. int. Fenniae, 48, Suppl. 28, 81]. 


EXERCISE AND CATECHOL AMINES 


Physical exertion causes increased excretion of 
catechol amines. Urinary nor-adrenaline attains 4-25 
times its initial values, the extent of the increase 
probably depending on the severity of the exertion 
and on individual factors. During a marathon race 
the excretion of adrenaline rises much more 


markedly than that of nor-adrenaline. In com- 
petitive tree-felling, the increase in adrenaline is 
relatively less. 


{Karki T. and Vasama, R. (1959): 


ING Sotilas- 
laaketiet. Aikak., 34, 59]. 


RICKETTSIA AND THROMBO-ANGIITIS 


Rickettsia prowazeki may be responsible for typical 
obliterative thrombo-angiitis. There is a close corre- 
lation between clinical picture and serological find- 
ings, in that every attack of arteritis is followed 
by a rise in the antibody titre, and every remission 
by a fall. 


{Bernard, J.-G., Giroud, P., Labaan, J. and Mas- 
bernard. A. (1959): Bull. Soc. Méd. Hép. Paris, 
, 639}. 


4. Idem (1960): Med. Proc., 6, 1. 


4. Idem (1960): Med. Bydr., 6, 1 
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A CLINICAL TRIAL OF DILODERM (DICHLORISONE) 


A NEW TOPICAL STEROID 


M. Ross, M.R.CS., L.R.C.P. 
Department of Dermatology, Baragwanath Hospital, Johannesburg 


Chemistry. Diloderm (dichlorisone) is 9—alpha, 
11-beta-dichloro-1 4—pregnadiene-17 alpha, 
21-diol—3, 20-dione-21 acetate (Fig. A). 
Experimental and Clinical Findings. This 
drug represents a radical departure from the 
usual anti-inflammatory steroid structure, in 
that a chlorine atom has been substituted for 


Dichlorisone Acetate (Diloderm) 


Cortisone Acetate 


In cases 1, 2 and 3 (illustrated in Figs. 1, 2 
and 3), who all showed a weeping exudative 
eruption, Eusol compresses were first used 3- 
hourly for about 3 days. Penicillin injections 
were given where there was a superimposed 
secondary infection. After clearing of the ‘ wet’ 
lesion, Diloderm was applied 3 times daily, 


CH,OH 
¢-0 
--OH 


Fig. A: Structural formula and relationships. 


oxygen at the carbon 11 position (Fig. A). 
Previously it had been considered necessary for 
anti-inflammatory steroids to possess oxygen at 
this position in the molecule.' Research workers 
at the Laboratories of Schering Corporation 
(U.S.A.) have discovered that when this sub- 
stitution takes place, the anti-inflammatory 
properties of the steroid are enhanced in so 
far as topical effects are concerned, without 
anti-inflammatory effects on oral administra- 
tion. 

The absence of systemic activity has been 
confirmed by the oral administration of dichlo- 
risone to patients undergoing corticosteroid 
therapy with commonly used systemic corticos- 
teroids. In all instances, patients relapsed with 
oral dosages of 60, 80, 120 and 200 mg. daily 
of dichlorisone, and one patient, maintained on 
10 mg. of prenisone daily, had a prompt re- 
lapse on oral dosages up to 240 mg. daily.” 

Materials and Methods. Diloderm was sup- 
plied as a cream, containing 0.25% of the 
active ingredient in 10 g. tubes. It was used 
on 100 cases to date, both adults and children, 
suffering from various dermatological condi- 
tions such as acute and subacute eczemas, in- 
fantile eczemas, sensitivity, occupational and 
contact dermatoses 


with the satisfactory results shown in the 
photographs. 

The dermatitis of the hands of Case 4 (a 
garage worker in contact with petrol, oil and 
grease, and who used paraffin daily for cleans- 
ing his hands) cleared satisfactorily with appli- 
cation of Diloderm Cream and avoidance of 
contact factors (Fig. 4). 


CONCLUSIONS 


1. In all cases where Diloderm was used, the 
results ranged from fair to good and excellent, 
and compare more than favourably with the 
results obtained with other types of steroid 
creams and ointments. 

There were very few relapses. 

2. As with most other forms of therapy, 
relapses were common in infantile eczemas. 


I am indebted to the Schering Corporation (U.S.A.) 
and to Scherag (Pty.) Ltd., South Africa, for supplies 
of trial material. 


REFERENCES 


1. Applezweig, Norman (1958): Steroid Research, 
Drug & Cosmetic Ind., 82, 730, 798. 

2. Private communication from Dr. M. Tonka, 
— Director, Scherag (Pty) Ltd., Johanres- 
urg. 
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Fig. 1A. A Bantu female, aged 35, with dermatitis caused by face cream, showing an acute weeping eruption 
of the face with oedema of the orbits and acute blepharo-conjunctivitis. 

Fig. 1B. The same patient 8 days later, cured. 

Fig. 2A. A Bantu male, aged 13, with a sensitivity dermatitis of the face. 

Fig. 2B. The same patient after 10 days’ therapy. The condition is satisfactory. 

Fig. 3A, A Bantu male, aged 14, with a sensitivity dermatitis of the face. 

Fig. 3B. The same patient after 14 days’ treatment, with a satisfactory response. 

Fig. 4A. A Bantu male, aged 40, a garage worker, with an occupational dermatitis of the hands. 

Fig. 4B. A satisfactory response after 14 days’ therapy. 
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In the Chair: Prof. L. A. Hurst 


The Chairman: Ladies and Gentlemen, it is 
my privilege to open this Conference of SK 
& F on the subject of Stelazine. I should like 
to start by outlining the programme. 

It is thought that we wiil be in Conference 
from about 3 to 6 o'clock, during which time 
we will have the papers which should be 
limited to about 15 minutes with 10 minutes 
discussion after each paper. 

I will have to be rather severe about this; 
as I have told Dr. Ginsburg already, anybody 
who continues for over half-an-hour gets sub- 
jected to the sword up here. 


We have joint papers from Dr. M. Ginsburg 
and Dr. B. W. Levinson; Dr. A. P. Burger and 
Dr. C. G. A. Simonsz; and Dr. A. Sidley and 
Dr. A. Borowitz; and separate papers from Dr. 
M. V. Buhrmann and Dr. B. Wolpowitz. 

So that is the programme. I believe there 
will be a tea interval and we hope to bring 
the formal Conference to a close at 6 o'clock. 
After that, I have been asked to advise you 
that the bar will be open for cocktails, which 
will act if not as a tranquillizer, to some extent 
as a sedative, and prepare us for the dinner at 
7.30 on the floor immediately above this. 


I have been asked, also, to mention that 
you should speak into the microphones because 
this Conference is being recorded and it will 
be typed and a copy of the proceedings will be 
sent to each participant. So that seems to be 
the general outline of the Conference. 

We have the privilege of having with us 
from overseas Dr. I. Schrire who, although he 
is not delivering a paper, will nevertheless be 
pleased to take part in the discussion. In addi- 
tion to the 10 minutes’ discussion after each 
paper, we hope there will be a period for 
general discussion and Dr. Schrire will be 
pleased to put at our disposal his knowledge 
of the English and American scene in this 
particular field. We also have with us Dr. 
H. A. Shapiro who will be pleased to help 
us with certain scientific aspects of this field. 

So, without more ado, I should like to call 
upon our first speakers, Dr. M. Ginsburg and 
Dr. B. W. Levinson (Sterkfontein Hospital) on 
chronic schizophernics. I believe this is a duet. 
Who will start? Dr. Ginsburg! 


*Held at the Waldorf Hotel, Johannesburg, on 
Saturday, 7 November 1959. 
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SYMPOSIUM ON STELAZINE* 


CHRONIC SCHIZOPHRENICS 


Dr. Morris Ginsourg: Mr. Chairman, ladies 
and gentlemen! Following upon the work 
being done all over the world, in promoting 
the ideal so well described by Milton Green- 
blatt in his book From Custodial Care to Thera- 
peutic Care, we felt that similar projects were 
possible amongst the most degenerate and 
deteriorated patients in the Sterkfontein Hos- 
pital. The concept of the open ward has for 
some years been accepted as a principle to 
strive for in the less chronic wards at Sterk- 
fontein, but the thought of improving the lot 
in one particular ward known as ‘ME2’ has 
not been tried previously. 

One of us had previous experience in open- 
ing and reactivating similar wards at Fort 
Napier Hospital and with the scent of success 
still fairly fresh, the possibility of rehabilitat- 
ing and resocializing the derelicts of Ward 
“ME2’ did not only seem possible but, with 
the nature of the surroundings in comparison 
with the environment at Fort Napier, the pro- 
ject was also bound to start with a good chance 
of success; and it was with this feeling of 
ultimate success that we undertook the task 
of treating the forgotten patients, many of 
them the discards of other hospitals. 

The scheme at Sterkfontein differed some- 
what from that at Fort Napier, in that in the 
first place the indoctrination of the staff who 
were largely schooled in custodial care, had 
preceded any rehabilitation schemes for a con- 
siderable period before the more liberal attitude 
in the treatment of the patients was intro- 
duced. 

The patients, too, were prepared. Thereafter, 
ward by ward was liberated and by the time 
one of us left Fort Napier, 5 of the 10 wards 
were completely open. This approach was not 
used in Ward ‘ME2.’ Instead, the Charge 
Nurse, who was well known for his initiative 
and drive, was told of the objects we had in 
mind and he was given a much more than 
able lieutenant to assist him in reorganizing 
the lives of the patients in that particular ward. 

Except for being given an article on Start- 
ing a Schizophrenic Unit by Elizabeth Schén- 
berg and Roger Morgan published in The 
Lancet in August 1958, they had no basic 
preparation for the scheme which we were tc 
introduce in June of this year. Our belief 
was substantially that the great majority of 
even the most chronic and demented schizo- 
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phrenics, as well as others suffering from 
grossly debilitating conditions, could be helped 
and there was no necessity for human beings 
to become vegetating protoplasmic masses ly- 
ing and grovelling in their own filth with 
nothing to do or say for themselves. More 
will be said later about the diagnostic cate- 
gories included in this Ward. Suffice it at this 
stage to say that they were mentally dead, the 
forgotten, the scum of the hospital. 

When this scheme for ‘ME2’ was originally 
discussed, we planned: 

(1) That every patient should be rated 
according to a recognized scale so as to put 
us iM a position to estimate any apparent im- 
provement in the individual; 

(2) That eventually every patient in this 
Group would play some useful role, however 
menial; 

(3) That there should be no reluctance to 
allow visitors and students alike to see the 
ward; 

(4) That some or other of the neuroleptic 
drugs should be used with a view to testing 
out its usefulness in the chronic patient, the 
bulk of whom were schizophrenics. The drug 
for a variety of reasons we chose for this parti- 
cular experiment, was Stelazine; 

(5) That should there be sufficient improve- 
ment, a degree of self-management under the 
guidance of the staff be allowed; and 

(6) That the relatives and friends should 
eventually be encouraged to playa role amongst 
these forgotten patients in the assistance of 
their further resocialization. 

From the experience gained at Fort Napier, 
it was apparent that certain patients would 
improve sufficiently to undertake work outside 
the hospital. Here several patients who had 
previously been treated by myself many years 
ago with insulin and shock and given up as 
lost and allowed to sink to the level of the 
derelicts of ‘ME2, made surprisingly good 
improvements on Largactil. One such patient, 
who was a more than useful artisan when on 
his way up the ladder, came to be placed in 
the occupational therapy centre and astounded 
the Charge Nurse when he informed him that 
he had already been in hospital 8 years after 
believing that he was a recent admission. 
Amongst these patients there were eventually 
some 8 to 10 who had found employment at 
the local Sheltered Employment Scheme. 

On the same basis, we were justified in 
expecting that at least 3 of our patients in 
‘ME2’ would improve sufficiently to be con- 
sidered well enough to be found work outside 
the hospital and, as will be shown later when 
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the preliminary results are discussed, even at 
this early stage our expectations are not 
entirely without some positive realization. 

I will now ask Dr. Levinson to continue, 
Mr. Chairman. 


THE MALE CHRONIC WARD 


Dr. B. Levinson: Mr. Chairman, ladies and 
gentlemen! I am afraid I must qualify for 
the sword; I have lots to say. 

Looking back on the beginning of this pro- 
ject, it is clear to me, now, that this was 
in a sense a double-blind survey, double-blind 
in that neither the nursing staff nor the 
doctors had any idea where we were going. 
We had no idea of the phenomenal and pro- 
found implications and ramifications of trying 
to open up such a chronic ward. 

I would like to describe this male European 
chronic ward to you. 4 am sure you are all 
familiar with the sort of building which em- 
braces a large, open courtyard, and in this 
courtyard sat the entire population of this 
ward. Some sat, some stood motionless, some 
paced up and down and, what struck one most 
forcibly as ome entered the ward, was the 
silence, the fact that no one was communicat- 
ing, no one talked to the fellow patient next 
to him. All seemed totally preoccupied in 
their own secret, private, fantastic lives. Some 
were responding to these fantasies, bowing 
back to the voices. On the whole, most of 
them were silent, and over all this bellowed 
rather incongruously the C programme. 


Analysing it a little closer, one found that 
of the 65 patients, 32 would not keep their 
clothes on. They would destroy their clothing 
or take it off completely. Only 36 could be 
brought to the table for their meals. Twenty 
of them were perpetually wet, and most of 
them were soiled. Between 2 and _ possibly 
3 of the patients could be made to attend 
the usual organized functions of the hospital, 
the weekly bioscope, the dance, the library, 
badminton; so one has some idea of quite how 
enormous this task was, and we were very 
humble at that stage wondering quite what 
we could achieve. 

We had initially a very strong need to 
somehow increase the contact beween the staff 
and the patient and we felt then that possibly 
quite basically, if we could use a pill, a medi- 
cine, the staff would have to give something 
to the patient 3 times a day, they would have 
to, at the same time, ask on different occasions, 
‘How are you?’; but it was quite clear to 
us that a placebo was not sufficient. We 
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needed some magic pill to activate these 
patients, to pull them out of this lethargy. At 
that time, Mr. Metz of SK & F appeared like a 
fairy godmother with his constant stocks of 
pills and we began the survey. 

Unfortunately we have not got a blackboard 
or I could depict this more vividly to you. 
The population of this ward consisted of 39 
schizophrenics,  syphilitics, one manic- 
depressive, 6 epileptics, 5 mental defectives 
and 8 others; of the others I think there were 
2 alcoholics, 3 seniles, post-traumatic, one 
post-encephalitic,; and so we had an enormous 
number of schizophrenics—39 schizophrenics 
in this group. The duration of their stay in 
hospital—I will not read all the figures to you 
but it is quite clear that most of them had 
been there between five and fifteen years. 
We had some that had been there 25, a few 
between 30 and 35 and one 43 years. With 
the schizophrenics, most were the longer- 
duration patients. 

We decided to give all the schizophrenic 
patients Stelazine. Of the 39 schizophrenics 
6 were already on Largactil and they were even 
then the elite of the ward; they made the tea, 
they brought the tea to the staff, they read the 
books, and so 6 were taken out of the group 
and 33 were then put on to Stelazine. 

It was clear to us, then, that it was not 
sufficient merely to put them on to Stelazine; 
they needed something more. We needed a 
whole activation programme, but unfortunately 
our patients were too deteriorated to join in 
the hospital activities. They could not join 
in organized occupational therapy. We had 
to do everything. It was quite clear to us 
that whatever was going to be done had to 
be done there and then in the ward; so we 
established our own occupational therapy unit 
and we established at the same time working 
parties. 

We started by giving the patients 5 mg. 
Stelazine t.ds.—that is the basic, initial dose. 
Every fourth day the dose was increased by 
5 mg. Each patient obviously had his own 
maximum. We went up as high as 90 mg. 
We kept them on the maximum dose for 
2 months and then slowly brought them down 
in the same way to a maintenance dose of 
5 mg. 

At the same time, on the same day on 
which we initiated the 5 mg. t.ds., the entire 
group, on Stelazine and off Stelazine—the 
entire population was rated. The rating scale 
used has 6 points: self-care, orientation, com- 
munication, psychotic behaviour, co-operation 
and the patient's reaction to the environment; 
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and on each of these points he could either 
score one, the minimum, or 5, the maximum. 
It was very easy to rate them on that first 
occasion. They were almost all one, one, one, 
right through. And by orientation, for in- 
stance, what we wanted was not so much 
what day it was, but did he know the name 
of his fellow-patient; did he know the name 
of a member of the staff; did he know what 
the hospital was and was he in hospital, and 
why was he in hospital; did he know the name 
of his wife and the names of his children. 
And on that we graded him, 1, 2, 3, 4, 5. 

They were graded on 3 separate occasions— 
if I may go back to reading these statistics to 
you, of the side effects. Although 28 patients 
went over 50 mg. a day, we only saw side 
effects in 19 patients and these were mostly 
parkinsonism. Two patients were very 
severely affected; one had an akinetic state and 
the other had a sudden oedema, a circumorbi- 
tal oedema, and both these we stopped the 
same day we started the pills. On the first 
5 mg. tds. Stelazine dose, they produced 
these symptoms and it was. stopped. Yet, as 
I say, some of the patients reached 90 mg. 
daily. 

The reason why I went up as high as that 
in some of the patients was that we had a 
few who were terribly restless and terribly 
violent. One patient would throw himself 
impulsively against the wall, against the bed, 
and he remained violent and aggressive and 
hostile until he reached a dose of 90 mg.; and 
then he settled down beautifully, and was able 
to be taken out in the working party. 

The working parties themselves were inter- 
esting in that they were divided into small 
groups; the project was a simple project at 
first. It was levelling out a field. On the 
maximum dose we felt we were now able to 
do something more ambitious and we dug a 
drain next to the ward and then, on coming 
off the pills, they did gardening. 

We needed leaders for these working 
groups—the most bizarre groups they were, 
too; and the staff, we felt, were not quite 
able to cope with the groups and so we 
brought in young schizophrenics from the 
other wards to act as leaders for the groups. 
They do not appear in the statistics anywhere 
at all 

On the occupational therapy side, I would 
like to draw your attention to some of the 
things they made. Could you, Mr. Metz, just 
show the Conference the articles? The articles 
were obviously made up of the flotsam and 
jetsam, the bits and pieces of the hospital— 
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old tins, jam tins, syrup tins; that is a syrup 
tin, a jam tin, old bottle tops. And every 
single article was designed so that many had to 
work together. In that container for a plant 
patient 1 would clean the cork, patient 2 take 
the cork out, patient 3 make a hole in it; 
patient 4 (who was the supreme controller) 
would thread the corks, and so on. So that 
the patients were all working in a group. 

We found that the patients were not happy 
about going to occupational therapy. ‘They 
had become so activated on Stelazine, they 
were so perpetually moving, that they were 
not happy to sit still and work in the occupa- 
tional therapy wing; so we found ourselves 
with 7 or 8 of the most difficult patients, 
patients who could not be taken out in the 
working party, and they are the folks who 
made these articles. The articles are made 
basically for the ward, to improve the ap- 
pearance of the ward. Only the sugar spoon is 
made—we are mass-producing them now for 
the hospital. 


On the last rating, we were quite shattered 
to find—if I may just give you a general 
picture of the ward at the last rating—that 
they were cleaning the entire ward by them- 
selves; that should be an automatic take-over. 
We no longer have to bring in African 
patients to clean the wards; they will clean the 
wards themselves. There were no wet and 
dirty patients; only 2 who were occasionally 
wet. Every patient went to table for meals. 
The tables were set and cutlery put out. They 
all preferred the scheme of small foursomes. 
They were all wearing clothing. There were 
no radical haircuts and 15 patients were now 
regularly attending all hospital functions. 
And the most fantastic thing, 8 patients were 
completely fit to go out on leave. The im- 
plications of that Dr. Ginsburg will discuss in 
a moment. 

In the rating it is interesting to see that 
both those on Stelazine and off Stelazine 
improved, and they all improved in self-care, 
communication and co-operation. Those off 
Stelazine—they were the organic cases—al- 
though they improved, they improved only 
one peg. Those on Stelazine improved 2, 3 
and 4 pegs and some of them improved in 
other spheres, such as in their psychotic be- 
haviour, in their affect and in their orienta- 
tion. 

I now hand you back to Dr. Ginsburg, who 
will discuss the implications of this scheme. 
Thank you. 
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PROBLEMS ARISING FROM TREATMENT 


Dr. Ginsburg: As you have now heard from 
Dr. Levinson, several of these patients have 
made, to say the least, striking improvements; 
but unfortunately these early successes have 
not been without their problems. The most 
serious of these must be regarded as: 

(1) The estrangement which so often occurs 
between husband and wife after a long period 
of separation. 

(2) The difficulty of readjusting to a 
strange and completely changed world. 

To overcome these problems, a new ap- 
proach will have to be introduced into the 
management of the patient. The breaks which 
seem so inevitable in the case of chronic 
patients, must be avoided at all costs. Con- 
tact between husband and wife should never 
be allowed to break and interest between the 
parties should be maintained wherever 
possible. 

With the changing scene, relatives must be 
kept in touch with each other. Our expe- 
rience with one, whom we will call ‘C, 
who was sufficiently well to have been dis- 
charged and who was separated from his wife 
for 9 years and whose wife in the meantime 
had readjusted to her problems, must not be 
allowed to recur, if at all possible. 

As regards the second problem, the necessity 
of establishing a preparation ward for the 
outside world must be encouraged. This ward 
should be looked upon by all who go there as 
the first part of the journey home. From here 
the question of readjustment to normal living 
and working should be undertaken. Patients 
from their particular ward could actually be 
started in sheltered employment projects in the 
neighbouring towns. 

Now, amongst the problems we did not 
anticipate was the attitude of many members 
of our staff; their fear of the new and un- 
known with its many implications led to an 
unexpected hostility. Perhaps the most im- 
portant cause for this rather more than severe 
hostility that was encountered at Fort Napier 
was the fact that the staff as a whole were 
not prepared for this change more gradually. 
It would appear that many members of our 
staff were afraid that the change would entail 
an increase in what would be expected of 
them and also increase the activity expected 
from them. In order to avoid this change and 
their attitude and their belief that the work 
was undertaken in ‘ME2’ and the project 
in particular was child’s play, much training 
will be necessary to achieve our goals. 
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However, in conclusion I might say that 
Stelazine, as Dr. Levinson has so ably pointed 
out, has been of particular value in this ex- 
periment of ours and we hope that with 
continuing progress, our successes will be still 
greater than they have been. Thank you. 

The Chairman: Thank you, Drs. Ginsburg 
and Levinson, for this encouraging report and 
comments on far-reaching implications for the 
whole field. 

In inviting discussion of this paper, I would 
like to ask the participants in the discussion 
to announce their names because in spite of 
the little notices in front of us, they may not 
be visible to all. We have to be very strict 
about the 10 minutes’ discussion at this stage; 
those who have not been able to say what they 
wanted to at this stage, can take part in the 
general discussion at the end. 

We now invite discussion of Dr. Ginsburg’s 
and Dr. Levinson’s paper. 


DISCUSSION 


Dr. Russell Clarke: 1 would like to congra- 
tulate Dr. Ginsburg and Dr. Levinson on a 
most stimulating paper. The only thing about 
it is that those of us in private practice are 
going to get these cases who recover, and we 
are already faced with them. These chronic 
schizophrenics who are sent back to ordinary 
life do not only constitute a problem to the 
mental hospitals; they also constitute a much 
bigger one to us and the general hospitals. 

What has worried me is that so many of 
them who go out will relapse because there 
seems to be no follow-up and I am wondering 
how you are going to manage when you get 
your patients out, to keep them on a mainte- 
nance dosage. 

Another point [ am interested in is whether 
these 39 schizophrenics, had any other drug 
therapy, for instance Largactil and Serpasil 
prior to Stelazine, just to give us some idea of 
the comparison of results. 

The other thing I would like to know is 
how soon the side effects occurred and what 
the average maintenance dose was in your 
group. 

Dr. Ginsburg: Mr. Chairman, one appreci- 
ates the comment of Dr. Russell Clarke. It 
has given us, as we have already indicated, 
considerable thought and from my point of 
view I feel that a lot of these people will never 
really be able to compete on the open market 
and it will be necessary to have sheltered em- 
ployment schemes with hostels attached where 
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former chronic schizophrenic patients and 
others could be housed and from where they 
could go to work. I think that will be the 
eventual answer. 

At Fort Napier we were rather fortunate in 
having a sheltered employment scheme in the 
town and patients—they were tenants, I men- 
tioned—used to go from the hospital every 
morning to their sheltered employment project, 
earn their money, come back and live a fairly 
normal life that way. But with the increasing 
numbers, I feel that projects where homes will 
be established in close proximity to the shel- 
tered employment schemes, will be the answer 
for the great majority of these people who are 
beginning to create a problem for the private 
psychiatrist. 

I think Dr. Levinson is in a better position 
to answer questions 2 and 3. 

Dr. B. Levinson: Many of the patients who 
had sporadic treatment before were all given 
tranquillizers. Five of them were on Largactil 
and seemed to be fairly well controlled on 
Largactii. We kept them on that dosage. 

Going to the bed wetters, many of them had 
had the other tranquillizers as well, without 
much result at all. As to the side effects, we 
find a lot of odd things with side effects. Some 
of them came very early and then left, and 
then we had to push on and go on raising the 
dosage without any further side effects. Some 
of them had side effects at a fairly high dose, 
say 60 mg. daily, but the side effects were then 
so severe, we stayed at that dose. We tended, 
rather than to reduce the dose, when the side 
effects appeared, to maintain the dose and we 
gave Artane as well. We found that seemed 
to control the patients adequately. 

Dr. W olpowitz: Mr. Chairman, I would like 
to reply to Dr. Clarke on the practical issues 
at stake. When we have a patient in a mental 
hospital recover sufficiently to be discharged, to 
be integrated into society, we must discharge 
that patient. We do so by taking certain pre- 
cautionary steps in the first instance, checking 
up on home conditions, even making an effort 
to place that patient ia a position. Now the 
next step is the step of the check-up, which 
in a city like Cape Town could very well be 
left to the Mental Health Society—the Cape 
Mental Health Society—which would reduce 
the responsibility of the practising psychiatrist 
so much. 

We who do the Mental Health Society work 
in the big centres, make an effort to inform 
the relatives always to bring the patients to 
us in the Society so that we can keep a check 
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on them; and that has been very successful in- 
deed. 

As far as I am aware, those cases that I have 
sent out from Fort England, and especially to 
Port Elizabeth, have caused very little trouble 
indeed because the Society there is very active 
and any bad behaviour has been reported 
straight away and the patient attended to. 

I think that eliminates that spot of bother 
that Dr. Clarke foresees. 

Dr. Sussman: Mr. Chairman, without trying 
to disparage the excellent work done by the 
two doctors aforementioned, I am very inter- 
ested in the so-called double-blind experiment 
done at Sterkfontein. Previous experience has 
shown that not only tablets, placebos or other- 
wise, produced this change in patients but mere 
interest in the patients themselves. 

We have had described to us the virtual 
pig sty conditions, figurative pig sty conditions, 
under which these patients lived before the 
start of the experiment. We have had described 
to us, also, the fantastic amount of interest 
shown by staff and nursing staff as well in 
these patients after the commencement of this 
experiment. Now, how do they separate the 
actual effect of the tablets on the patients and/ 
or the effect of the interest on the patient's 
progress and the rather amazing recovery? 

Dr. MacGregor: Mr. Chairman, like the last 
speaker I am a little bit doubtful about the 
weight we can put on the results here. Like 
everyone here I am very much indebted to 
SK & F for being at this Conference but I am 
still to be convinced about the magic of Stela- 
zine—perhaps I will be by the end of the 
Conference. It seems to me that what was 
injected into these patients was a sense of co- 
hesion and purpose. It is a great pity that a 
parallel group was not used where exactly the 
same conditions were installed but no such 
drug was used; then we would have some idea, 
from this parallelism, whether Stelazine was 
or was not having an effect on the patients; 
and maybe later on in the discussion we will 
be able to hear about a parallelism, but until 
we hear about that I do not think we can 
draw any conclusions at all about the effect of 
Stelazine, unfortunately. 

Dr. Levinson: In regard to parallel control 
groups as Dr. MacGregor suggested, that ques- 
tion cannot be answered; but taking into con- 
sideration the fact that we were not really 
geared with our staff or our facilities to offer 
the patient any real, dynamic, activation 
therapy, we had to rely on something to pull 
these folk out, to bring them to us. If it ap- 
peared to us that those who were on Stelazine 
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(particularly when they are on their maximum 
doses) were, in fact, more activated, more pre- 
pared to participate in what in fact was hap- 
pening—it may be significant or not but eight, 
we feel, at the end of the survey, are now fit 
to be on leave; 5 of those 8 were on Stelazine. 

Dr. H. A. Shapiro: Mr. Chairman, if I may 
put a question on the experiment: I believe 
as devoutly as most in the importance of ar- 
ranging adequate controls in the conduct of 
experiments. The control, however, does not 
necessarily always need to take the shape of 
what has been suggested here for the double- 
blind experiment. I’ am not saying that the 
control, which I want to put as one which may 
be implied in this report, is the best one, but 
I think there is an element of control which 
has been built into the experiment, and that 
is the knowledge of the investigators and of 
the profession generally about the natural his- 
tory and the course of this disease. It is con- 
ceivable, from what we know about these psy- 
chiatric derelicts, who have been thrown on 
to, as it were, a scrap heap in the hospital, 
the sort of thing you read about in novels 
which deal with these problems—is it conceiv- 
able that this kind of rehabilitation could have 
been engineered merely by persuading nurses 
to take an interest in them, persuading them 
to go out on work tasks and so on, when such 
attempts clearly have failed in the past? 

The previous history of the condition may 
afford some measure of control, if not neces- 
sarily the best measure of control, and I would 
be glad to hear some evaluation of that aspect 
of the matter. 

The Chairman: Thank you, Dr. Shapiro. 
We have time for only one more question 
at this stage. Dr. Gillis has already put up 
his hand and we will reserve further questions 
for the general discussion. Could we hear from 
you, Dr. Gillis? 

Dr. Gillis: I think that Drs. Ginsburg and 
Levinson really have to be congratulated for 
this admirable work. I think it is a sign of 
the time and an indicator for the future so 
far as psychiatry is concerned. 

Two questions have arisen, and I think the 
two of them tie up. Dr. Russell Clarke has 
spoken about the load that now falls on the 
private practitioner and Dr. Wolpowitz has 
said that the Mental Health Societies can help 
him in this. 

I think we must look further than that. We 
are going into a new era in psychiatry, I feel, 
what with open-door treatment, rehabilitation 
and these wonderful new drugs. We must think 
in a different way from what we have thought. 
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Instead of large mental hospitals I think we 
will find, certainly within our time, that they 
will not be necessary and that the bulk of the 
effort of State psychiatrists, institutional psy- 
chiatrists, will be actually working in the com- 
munity. The large number of chronic cases 
who fill our institutions at the moment, we 
hope—this is an indication here—will most 
certainly be out in the community. We must 
think, now (I think this raises it very perti- 
nently and urgently) in terms of rehabilitation 
and after-care; schemes such as sheltered em- 
ployment Dr. Ginsburg has mentioned; work- 
shops, hostels on mental hospital premises or 
in towns, short-term, active treatment units 
situated in the centre of the communities to 
be served; not leaving it to voluntary agencies 
such as mental health societies and to private 
psychiatrists. The whole care, the continued 
care of the mentally ill, should follow a course 
from first admission to mental hospital, to us, 
being sustained in the environment, in their 
normal community and environment by means 
of the State psychiatric services. Thank you. 

The Chairman: Thank you, Dr. Gillis. Well, 
the further discussion then will be at the end 
and at this stage I would like to call on Dr. 
M. V. Buhrmann of Valkenberg Hospital to 


give her paper. 


EXPERIENCES AT VALKENBERG MENTAL 
HOSPITAL 


Dr. M. V. Bubrmann: Mr. Chairman, ladies 
and gentlemen, I am so surprised to find my 
name on the programme that I am really badly 
in need of a tranquillizer and I am sure it is 
not Stelazine. 

I thought that I only would contribute to 
the discussion and therefore only brought a 
few facts, but perhaps these facts would give 
one an overall impression of what has been 
happening in Valkenberg, as distinct from 
what we have heard from the previous two 
speakers, where an intensive experiment was 
done in a single ward. 

To give you an impression of the extent to 
which we have been using Stelazine, I would 
like to start by giving a few figures and I 
think the makers of Stelazine would be im- 
pressed by the fact that our usage of Stelazine 
at the beginning of last month for one week 
was 3,000, and our monthly expenditure on 
Stelazine is in the vicinity of £200. 

Since we first started with Stelazine, we have 
treated approximately 300 patients and I am 
therefore reporting on the work of 4 members 
of the staff. 
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The pilot study was done by Dr. Lang- 
schmidt and his article was published in the 
S.A. Medical Journal, so I will not go into 
details about that; but there it was—a blind 
choice was made of patients. He did not make 
the choice at all. He left it to his senior male 
charges and they included all kinds of patients, 
but predominantly schizophrenics. His results 
showed a 33% increase in good effects to the 
extent that these patients really could be dis- 
charged altogether. Their treatment ended at 
the end of April and he has had no relapses 
since. This was a pilot study on 30 patients. 
None of these, in any case, has been back to 
our hospital. 

The other is the work done by Dr. Garrett 
where he treated 29 patients and he really 
picked these patients very carefully. He 
selected them and they are almost exclusively 
schizophrenics, with two manic-depressives. Of 
the 29, 17 made such good recoveries that they 
could be discharged; 3 are fair, and then 9, 
what he would call poor recoveries to the ex- 
tent that they could not be granted parole and 
3 where he felt the effects were really so bad 
that the patients were worse than before. 

Many of his patients are still on the treat- 
ment, so we do not know what the results are 
going to be. 

Then there was a very large number done 
by Dr. Haupt, and he included all kinds of 
patients, also. He treated European female 
patients. I think I would like to say that we 
have an impression at Valkenberg that there is 
a slightly different response between male and 
female patients. It looks as if we are getting 
more side effects amongst the female patients. 

Dr. Haupt treated a total of 111 patients; 36 
of them have either been discharged, or they 
are on leave, or discharge is pending. Forty- 
one are responding fairly well and we are con- 
tinuing with the treatment, and in 46 we have 
discontinued the treatment because the results 
are too bad. 

The interesting point, and I think that may 
answer some of the questions that were raised 
previously, is that whether Stelazine is a magic 
drug or not, it certainly has a very specific 
effect on the schizophrenic patient; because 
the discontinued patients are almost all either 
epileptics who got on to Stelazine by accident 
or got on to Stelazine because they were so 
difficult—some manic-depressives, a few psy- 
chopathic personalities and a very mixed group. 
But very few schizophrenics were really dis- 
continued. So we feel that, in some way. 
whichever way it acts, it has a very specific 
effect on the schizophrenic patient. 
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Amongst the female non-European patients, 
we have treated 52 up to now, with 26 actu- 
ally discharged or on long leave, 19 discon- 
tinued and 17 continued. Some patients were 
discontinued not because the effects were so 
bad but because with our very high consump- 
tion of Stelazine we ran short of Stelazine and 
we had to discontinue some patients with 
whom we really would have preferred to con- 
tinue. 

What I would be very interested in is to 
know what the other members here to-day feel 
about dosage, what is the maximum dosage, 
because I for myself still do not know what 
the maximum effective dosage is; and also 
about the length of treatment. 


TREATMENT OF RECENT ADMISSIONS 


For myself, my major interest in Stelazine, 
quite apart from just the chronic patient, has 
been the treatment of recent admissions. This 
is a very small group, but I think in some ways 
it ties up with Dr. Russell Clarke’s problem. 
My approach there has been—and it is only 
6 patients with whom I am doing this—to use 
Stelazine and very intensive psychotherapy. I 
have been very struck by the way in which 
Stelazine has made the schizophrenic patient 
accessible to psychotherapy and it really is, to 
me, a most interesting experiment. Patients 
who could not give expression to any kind of 
feelings, whether really dramatic feelings or 
emotions, do wake up. Firstly they complain 
about their bodies and that seems somehow to 
give one a kind of an entrance and gradually 
it becomes possible to build up and develop a 
proper rapport with these patients. My interest 
in Stelazine is therefore very much to see if 
one cannot prevent these patients from becom- 
ing chronic hospital patients afterwards. If, 
therefore, one has a young patient with an 
acute schizophrenic breakdown, if one com- 
bines these things, cannot one give him suffi- 
cient insight and build up sufficient ego 
strength so as to enable him to really lead a 
useful life afterwards? 

I would like to say that we have run up 
against exactly the same problem that Dr. Gins- 
burg did, and that is that we are treating many 
patients where the relatives do not want them 
back. We have actually had requests from 
relatives, ‘We don’t want our relative; we 
don’t want our daughter or husband or wife 
treated with Stelazine because we won't know 
what to do with him or her when he or she 
is discharged.’ From that angle, I am starting 
right from the beginning; now with these 
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patients that I am working with intensively, 
I am working intensively with the relatives 
also. This I feel is a very limited bit that one 
can do because one can only manage a very 
small number in the present hospital set-up; 
one can manage a very small number with 
their relatives on this very intensive basis. 


I think that is all I have to say. 
DISCUSSION 


The Chairman: Thank you, Dr. Buhrmann, 
for your contribution. It is nice to have heard 
from the Cape and to see that you have cer- 
tain common experiences with the other col- 
leagues and also certain specific new points of 
view. 

I would like to ask Dr. Schrire to answer 
the one specific query Dr. Buhrmann made, 
and then we will invite discussion. 

Dr. I. Schrire: In regard to this matter of 
dosage, there has been a tremendous amount 
of argument and I think you have come into 
the picture a bit late; Stelazine has been used 
both therapeutically and also from the research 
point of view for about 2 or 3 years. There 
is no such thing as a maximum dosage, I think. 
You go until you think you have results. 
If you are reaching the level of about 200 mg., 
as some people in America have reached, I 
think you are going to think twice before 
going on because, in my own opinion, side 
effects are distinctly and directly related to 
dosage. 

Now, people have disagreed with me on 
that, notably Springfield Hospital in Man- 
chester where they have pushed the patients 
up to 90 mg. per day in about 2 weeks and 
get no side effects. Across the road in another 
hospital they are giving around 50 mg. per day; 
they report all their patients have suffered no 
side pss So, I do feel that when it comes 
to talking about maximum dosage, you cannot. 
I think you should treat until you achieve what 
you think is a good result and then try to 
reduce the dose to a maintenance level. 

In regard to the length of treatment, I do 
not think we know at all how long we should 
go on treating. I was speaking to Professor 
Lamont before this meeting started and we 
could not decide whether or when you should 
stop treatment on any on these people. I 
was especially intrigued to hear that at Val- 
kenberg you can discharge people and they go 


out. I would like to ask for how long have 
they still remained normal after being sent out 
of the hospital. 
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Dr. Bubrmann: There our results have 
varied very much. Those in the series run by 
Dr. Langschmidt have been out since the 30th 
April; they had their last medicine, and he had 
them on 3 months’ treatment. 

As for the group done by Dr. Haupt, I have 
got full details here; some of them were pushed 
out after about 4 or 5 weeks’ treatment and 
they were told to take the drug at home, and 
unfortunately some of these patients are com- 
ing back. Now, I do not know quite whether 
it is because they have stopped taking treat- 
ment or whether it is because home conditions 
were so adverse, but it is quite clear that unless 
the patients are really properly stabilized, the 
relapses are very common and then I think it 
is the difficulty that Dr. Russell Clarke has 
mentioned because, within a short time, of the 
36 who went out, within the last 10 days 4 of 
these patients have come back. So, on the 
whole, our policy now is rather to be cautious 
and really have them under treatment in hos- 
pital for something between 2 and 3 months. 
But, of course, they want to go home so badly 
once they are better, that it is extremely diff- 
cult to keep the European patients; it is much 
easier to keep the non-European patients. But 
it is the European patients who have been dis- 
charged or who have been let out on leave, and 
where we have the relapse now. 

Dr. I. Schrire: 1 could just say one more 
thing, Mr. Chairman, and that is, I think the 
experience of the United Kingdom and the 
States is that you cannot stop treatment. We 
just don’t know. It has been going on for 
about 23 or 3 years, and I don’t think any- 
body would be brave enough at this stage to 
say you should treat for 6 months and stop. 
The answer is, we just don’t know. 

Dr. M. Ginsburg: Mr. Chairman, on that 
very point of people being out after treat- 
ment, we have quite a number of patients on 
phenothiazines on leave and on discharge at 
present who attend the Mental Health Clinic 
at periods varying between 4 weeks and 6 
weeks and some of them on Largactil take as 
much as 300 mg. per day; one particular indi- 
vidual who has been out, now, for 18 months, 
reports that when he gets down to 200 mg. his 
ideas return and he immediately pushes his 
own dose up. So that is one example of the 
necessity of continuing without any ill effect. 

On Stelazine, we have a few out as long as 
3 to 6 months and they, too, just carry on 
with their normal dosage and report at the 
clinic at regular intervals. 

Dr. Russell Clarke: Mr. Chairman, if I may 
ask this question that I think is important to 
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all of us, and that is the type of case which 
responds best to Stelazine. Those of us in 
private practice and in hospital practice, out- 
patient hospital practice, have to restrict it, 
I think, until we know the type of case that 
will best respond. We cannot just give it 
ad lib. Our supplies have not been all that 
much yet, to allow of that. We also have 
to cope with the Hospital Administration, who 
complain about the expense of these drugs 
and it is important, if we are going to use the 
drug, that we use it on the right type of case. 

1 think we have to admit that we have to 
be guided by the Mental Hospitals—those of 
us outside Mental Hospitals—and the papers 
written; and it is better that we get some idea 
of the best type of case to use it on. 

For instance, in my very limited experience 
(it is only a matter of 5 or 6 months, and a 
very short time to assess a drug) there is the 
particular type of schizophrenic who seems to 
do best, just the sort of apathetic, quiet, with- 
drawn type, the one who is not accessible or 
the one who has paranoid ideas, ideas of refe- 
rence, not so much delusions. Those, in my 
limited experience, seem to be the ones who 
respond best to Stelazine. 

The other point about the dosage: I am ab- 
solutely certain that one has to continue indefi- 
nitely on the maintenance dose, because the 
other cases of schizophrenia that I have had, 
relapse within 2 or 3 months of stopping their 
drugs; and if I may just answer Dr. Wol- 
powitz, I wish we had as well an organized 
clinic in Cape Town as you seem to have 
here. This is no reflection on the people who 
run this clinic. Our psychiatrists in Valken- 
berg are few and they have a tremendous 
amount to do. How they manage the few 
hours they spend in the Mental Health Clinic 
amazes me. They can only spend a limited 
time. Now, how many people can they see? 
And their difficulty in getting their drugs is 
terrific. I think those from Valkenberg will 
confirm that. I think a much bigger push 
in this direction is needed from people higher 


up. 
Prof. L. A. Hurst: Perhaps we can reserve 
further discussion of this paper to the end. 
I now call upon Dr. Ben Wolpowitz of Fort 
England Hospital in Grahamstown to give us 
the benefit of his experience, in this field. 


EXPERIENCES AT FORT ENGLAND HOSPITAL 


Dr. B. Wolpowitz: Thank you, Mr. Chair- 
man. I do want to thank the principals of 


SK & F, not only for having organized this 
meeting but also for giving me the oppor- 
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tunity to attend; it is much appreciated. 
Clinical discussions of this nature are always 
stimulating and educational and we would 
like to see more of them. 

Before preparing my paper, I studied this 
particular monograph on trifluoperazine* very 
carefully, for I had decided to avoid, if pos- 
sible, repetition of what has already been re- 
ported. It was so comprehensive as to make 
my task a little difficult, but nevertheless I 
could compile a somewhat different report 
with as few statistics as possible. It must be 
mentioned what an extremely useful publi- 
cation this is, and it certainly merits closer 
study. 

During March 1958 I noticed an article on 
triflupromazine and trifluoperazine in the 
February 1958 Edition of the American 
Journal of Psychiatry. Although this report 
was fairly encouraging, and one would cer- 
tainly have liked to use these tranquillizers 
immediately, it was not until the beginning of 
this year that Mr. Odell of SK & F, Port Eliza- 
beth, called at Fort England hospital and 
offered us a few thousand 5 mg. tablets tri- 
fluoperazine to try on chronic psychotic 
patients. 

During the six months 1 April to 30 Sep- 
tember 1959, trifluoperazine was given to 23 
male European chronic schizophrenic patients 
aged 27 to 56 years, all of whom had pre- 
viously been treated by all methods at our 
disposal, including various tranquillizers. Of 
this group, 4 showed a marked improvement; 
3 of these have been discharged from hospital, 
whereas the fourth remains in the hospital 
only because he has no home to go to and 
an effort will therefore have to be made to 
find him suitable employment and accommo- 
dation. 

In this group one particular case needs 
further mention. He was admitted to Fort 
England Hospital on 4 November 1954 at the 
age of 33 years and with a history of mental 
abnormality since about July 1954. He was 
abrupt and evasive but well orientated, with 
memory intact and voiced grandiose and perse- 
cutionary delusions. During 1955 he had 85 
insulin comas and 10 ECT’s and although he 
improved sufficiently to go to work in the 
occupational therapy section, this was not 
maintained for long. 

During the next 3 years he was given 
fairly large doses of tranquillizers without any 
change. Within 10 days of Stelazine 2 x 5 


* Trifluoperazine: Clinical and Pharmacological 


aspects. Lea and Febiger, 1959. 
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mg. tablets 4.d., he became brighter and the 
delusions were less in evidence. He conversed 
rationally and started showing increasing in- 
terest in his surroundings and his family. In 
June he was transferred to an open ward and 
given parole privileges. At this time the 
dosage was increased to 2 tablets 3 times a 
day but he developed parkin- 
sonism. On reducing the dosage, the symp- 
toms abated and he was allowed on leave of 
absence on 4 September 1959 on a mainte- 
nance dose of 5 mg. 4.d. 

On Wednesday 4 November, whilst I was 
doing the Mental Health Society Clinic, he 
came in for his check-up. He had gone on 
leave, as I said, on 4 September. On 4 
November he had saved over £50 out of his 
job as tally clerk at the docks, a job which we 
found for him through The Old Greys 
Society of Port Elizabeth, and he is saving 
money to pay for his ticket to go back to 
England to his wife and children. 

The 6 patients who improved remain in 
hospital and none are as yet fit for discharge. 
It is hoped that in this group we may be 
keeping the dementing process at bay for the 
present and at some future date we may suc- 
ceed in producing sufficient improvement for 
some or all of these patients to be discharged. 
It must be mentioned that amongst the 13 
cases listed as not changed, 4 actually became 
worse and treatment had to be discontinued. 

On dosage of 1 x 5 mg. bd, to 2 x 5 mg. 
t.d.s. toxic reactions were not troublesome, but 
having been warned of toxic reactions the 
dosage was deliberately limited to the re- 
commended maximum of 30 mg. per day, and 
I may add that Mr. Odell recommended that 
dosage as the maximum when we commenced 
this work. 

One patient became extremely hyperactive 
on one 1 x 5 mg. tablet ¢.d.5. and actually 
attempted suicide. Two patients showed 
marked parkinsonism, but all side reactions 
could. be controlled by reducing the dosage 
and apparently no permanent damage resulted. 

Further to this series, the following cases 
were treated at the hospital with Stelazine: 

One post-traumatic psychosis—no change; 

One alcoholic hallucinosis improved suffi- 
ciently to be discharged; 

One manic-depressive psychosis was dis- 
charged; 

One chronic psycho-neurosis improved and 
discharged; and 
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ACUTE SCHIZOPHRENICS 


Four acute schizophrenics were given Stela- 
zine in conjunction with insulin coma therapy 
only when the latter appeared to be failing in 
its purpose. All 4 were discharged, recovered. 

One particular case deserves special men- 
tion and the following are the full particulars : 

A male European scholar, aged 16 years, 
was admitted to Komani Hospital, Queens- 
town, on May 1959 with a history of be- 
haviour peculiarities for about 18 months. 
There was a history, also, of mild concussion 
during a game of rugby, during June 1958, 
after which his condition deteriorated rapidly, 
and this must be regarded as a precipitating 
factor. At Komani he had 6 electroconvulsive 
treatments and Largactil up to 150 mg. 6- 
hourly. His condition remained unchanged 
and Dr. Minde requested that I admit him to 
Fort England Hospital for insulin coma thera- 

. He was admitted to Fort England on 15 
July 1959, emotionally shallow, inane and at 
times incongruous. He experienced ideas of 
reference, was restless and interfering. Whilst 
at Fort England he had 49 comas and 5 ECT’s 
as well as Stelazine up to 5 mg. 3 times a day. 
The reaction to insulin alone was not satis- 
factory and I felt that he was unlikely to 
recover without assistance from some other 
treatment. The ECT’s produced little change. 
The Stelazine, however, produced a marked 
toxic reaction, parkinsonism, and the dosage 
had to be reduced to 5 mg. 4.4. and afterwards 
actually discontinued for a few days before it 
could be started again. Nevertheless, a 
striking improvement in his mental condition 
developed towards the end of the first week in 
September and furthermore was being well 
maintained on Stelazine. He was discharged 
on 4 October and the parents were asked to 
keep him on 5 mg. Stelazine 4.d. 

On 28 October I telephoned his father and 
he reported that his son was quite normal. 

Now, following on his discharge, by virtue 
of the fact that he had mild concussion, I 
asked that he should see the neurosurgeon at 
Port Elizabeth for an EEG and this is the 
report : 

“Electro-encephalogram showed very few 
bursts of well-developed alpha rhythm for a 
boy of 17 years. There was a lot of general- 
ized, slow theta wave activity. At the moment 
I am struck by how well the boy is and how 
successful the treatment has been.’ 

One is faced with the decision of whether 
to continue with the expensive and somewhat 
laborious process of insulin coma therapy. 
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Perhaps the time is opportune to treat all 
schizophrenics with tranquillizers and where 
these fail one can resort to insulin coma the- 
rapy alone or in combination with ECT and 
tranquillizers. As it is, so many schizophrenics 
are admittedto hospital only after tranquillizers 
and/or ECT have failed to produce a remis- 
sion. In these cases there is, of course, no reason 
to waste time. One resorts to insulin coma 
therapy immediately and obviously there re- 
mains a very real place for insulin as part of 
our attack on schizophrenia. 


The change that has taken place is clearly 
portrayed in the reduction in the number of 
schizophrenic patients undergoing coma in- 
sulin during the past 5 years. During 1955 as 
many as 10 male and female European patients 
were constantly being treated with this method 
at Fort England Hospital. Nowadays, the 
average number has fallen to 4 or even 3. 

I have also been prescribing Stelazine to a 
wide variety of out-patients both at Fort Eng- 
land Hospital and the Port Elizabeth Mental 
Health Society Clinic. The majority of these 
can be classified as psycho-neuroses. It has 
not been possible to follow up all of these 
cases but I am nevertheless in a position to 
draw one definite conclusion, and that is the 
completely unpredictable reaction of this tran- 
quillizer. One never knows beforehand 
whether or not a particular patient or, for that 
matter, condition is likely to benefit from 
Stelazine. Some do react favourably and 
others do not. It is merely a case of giving 
it a trial. The same, of course, applies to ail 
other tranquillizing drugs. In this group a 
number of patients has complained of motor 
restlessness, but no parkinsonism has been 
reported. The dosage throughout has been 
as recommended, not exceeding 6 mg. per 
day. One case displayed a dyskinetic syn- 
drome with hyper-tonicity of facial and neck 
muscles and with hyper-extension of neck and 
trunk, which lasted throughout the night and 
caused the patient much embarrassment and 
distress. This happened on one 5 mg. tablet 
at night and by 8 o'clock the next morning 
there were no signs of any ill effects. The 
dosage has been reduced to 1 mg. twice a day, 
his condition has improved and there have 
been no further toxic reactions. 


From my experience in the use of Stela- 
zine, both in hospital and out-patient treat- 
ment, it is clear that the drug is one of high 
potency which requires some measure of care 
in its prescribing. General practitioners 
should be warned of the unpleasant side 
reactions which may result so that it can be 
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used with due circumspection. I doubt that 
at this stage control and/or restriction in the 
use of Stelazine is indicated. 

Thank you. 


DISCUSSION 


The Chairman: 1 should like to thank Dr. 
Wolpowitz for his paper, the interesting de- 
tails he has brought to our attention, his evalu- 
ation of the treatment as a whole and his 
attempt to put it in perspective in relation to 
other methods of therapy. I should like to 
invite discussion on his paper, now. 

Dr. I. Schrire: If I may be permitted, Mr. 
Chairman. When we put on this trial for 
which I was responsible in the United King- 
dom, we had to go along to the psychiatrists 
and say, ‘ Would you try a new tranquillizer?’ 
The answer, of course, was ‘No’ and then, 
with a little bit of persuasion, the answer was 
‘Maybe’ and finally we compromised. It was 
more of a challenge. I am sure, when I see 
some of the smiles round here, the response 
must have been the same when you were ap- 
proached. The challenge was: try it out on 
the worst possible cases you've got. So, of 
course, the results of our trials in the first 2 
years, both in the United States and the United 
Kingdom, were on chronic schizophrenics 
mainly—the worst, the most horrible patients 
we have all seen lying in hospitals for any- 
thing up to 15-20 years. 

Well, there is no doubt in my mind that 
not every case of schizophrenia will respond 
to treatment and there must be selection. I 
feel sure you are in a much better position 
than I am to know what finally will be the 
means you will use to select cases for any 
particular type of tranquillizer. 


My own experience, from talking to people 
and seeing the results, is that if you have 
extremely deluded and hallucinated patients, 
Stelazine appears to be almost specific. How- 
ever, that is beside the point. 

What I really want to talk about is the 
acute case, because now we are beginning to 
get more and more information about acute 
schizophrenics. Some of you may be aware 
of the Long Grove Hospital at Epsom just out- 
side London where Madgwick et al. (who 
have already published work on Stelazine) 
have now completely stopped treating acute 
schizophrenics with insulin coma and have 
almost entirely gone over to treatment with 
Stelazine. I think that is spreading, now. 
Many hospitals have taken it over and feel 
that with acute schizophrenics they are possi- 
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bly going to get, in the long run, better results 
than they have been getting with the chronic 
schizophrenics with the use of Stelazine. 

In regard to the dosage—well, as I just said 
a little while ago, answering the question of 
what is the maximum dosage, I don’t know 
but 30 mg. per day certainly is not. I think 
possibly when representatives of a firm go 
round who are not medically trained, they are 
subjected to a certain amount of questioning 
from such highly specialized ladies and gentle- 
men as yourselves. They are very reluctant, 
having read all the material beforehand, to say 
that you could give anything up to 60 or 70 
mg. per day; in any case, they do not want to 
become involved in a matter of which they do 
not know enough to become involved in argu- 
ment or discussion. 

That 30 mg. is just a pointer. If you care to 
go to 40, 50 or 60, it must be at your own 
discretion; and no doctor who is a practising 
doctor will deny that no matter what drug 
you use, you seldom follow the exact instruc- 
tions that you might even find in the Pharma- 
copoeia. Take the intravenous dosage of 
Digoxin; if, as I have told some of my col- 
leagues so often, ‘Inject 1.5 mg. of Digoxin 
intravenously, they object and refuse to do 
it. They say ‘You can do it,’ whereas any- 
body who has practised cardiology will know 
—I can see Dr. Levin smiling at me—will 
agree that an intravenous dose of 1.5 mg. of 
Digoxin is a very good and a proper dose 
when it is indicated. So with all drugs, I think, 
and especially with these tranquillizers and 
certainly with Stelazine. There is no reason why 
you cannot go up to 50, 60 or 70 mg. per day 
at your own discretion and if you think it is 
worth it. If side effects do come on, they are 
readily controlled, either by reducing the dose 
or else by exhibiting an anti-Parkinson drug 
like Artane or Cogentin; and if at the very 
worst you are hit with a supersensitive reac- 
tor with one of these dystonic reactions, then 
an intravenous injection of 7.5 gr. of caffeine 
sodium benzoate will control even the worst 
cases within about 15-20 minutes; you can 
repeat this injection every hour or so until 
eventually you have final and complete control. 
Reducing the dose later will give you even 
better control until eventually you can work 
out what the maintenance dose would be. 

I do not wish to say any more but I am 
sure during the discussion there may be other 
questions. I would be delighted to answer 


them, in particular in relation to side effects 
and dosages. 
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Adjourned: 4.30 p.m. 
Resumed: 4.5 p.m. 


The Chairman: Gentlemen, I think we must 
now resume our programme. Before calling 
on the next speaker, if any of the gentlemen 
would like to divest themselves of their jackets 
at this stage they are encouraged to do so. 

We now call upon Dr. C. G. A. Simonsz 
and Dr. A. P. Burger, from Komani Hospital, 
Queenstown. I see my programme has ‘ Wes- 
koppies’ in brackets. That is doubtless be- 
cause one of the workers or both may have 
derived their contributions from that hospital. 
Who will speak first? Dr. Burger! 


Bantu Psycuorics: WESKOPPIES 
HospPiraL 


Dr. Burger: Mr. Chairman, ladies and gentle- 
men! This is only a short study that was done 
at Weskoppies Hospital in Pretoria, on male 
Bamtu psychotics. They were, almost all of 
them, acute cases; that means they were only 
recently admitted before we started them off 
on Stelazine. 

When this drug first came out, we just tried 
different patients on this drug to see what the 
reactions were, and then we started these 20 
cases. They were mostly acute schizophrenics 
and there were a few toxic psychoses, a few 
manic-depressive psychoses, one senile-psycho- 
sis and one imbecile. 

They received no forms of other treatment 
at the same time, and they were treated exactly 
as the other patients were treated; so there 
was not any need to give placebos in these 
cases. They were seen daily and then assessed. 
The whole group was given Stelazine for one 
month only in different doses, and then even- 
tually we grouped them as either recovered 
(which meant, then, that they were discharged 
or much improved), improved, unchanged, and 
worse. 

Now, the results: we had 12 cases of 
schizophrenia. They were all fairly acute. Of 
those 12, 3 recovered completely and were 
discharged. We had 3 cases that were much 
improved, 5 improved and one was unchanged. 
One point was very significant; in that those 
who were very deluded and hallucinated, even 
though they did not improve much, the delu- 
sions and hallucinations would clear up, which 
was a very useful thing. 

The improvement usually started after about 
a week, not immediately as found in many of 
the other studies. We usually started them off 
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on 5 mg. 3 times a day for a week, then added 
another 5 mg. 3 times a day and went up, 
eventually, to 60 or 70 or 75 mg. a day. 

We had to adjust the dosage individually, 
as with the other tranquillizers. You cannot 
ever foretell what is really going to happen on 
a specific dosage, so we had to adjust it indi- 
vidually. 

The side effects: 100% of the cases showed 
side effects. In the beginning these did not 
seem to be related to the dosage but as soon as 
one increased the dosage above about 30 mg. 
they all had side effects after some time, at 
say 45 mg. a day. After some time the side 
effects would decrease spontaneously. Other 
severe side effects, when they arose, were con- 
trolled by decreasing the dosage. 

Generally speaking, the side effects were not 
serious. The most prominent of these was 
drowsiness. The syndrome of akathesia we 
found very seldom. In fact, we did not really 
see one proper case. Parkinsonism was there 
in all the cases, from the milder forms to an 
extreme form of parkinsonism where they had 
to be spoon-fed and everything had to be done 
for them. 

The dyskinetic syndromes were very com- 
mon but they did not complain much about 
these. 

The only thing we did to curb these side 
effects was to reduce the dosage slightly. 
Another point worth noting about the side 
effects is that, when stopping the drug com- 
pletely, it occasionally takes some time before 
the side effects disappear completely. We had 
one case who after two weeks still showed 
severe parkinsonism, so the side effects do not 
automatically respond if you stop the treat- 
ment. It might take some time. 

Thank you. 

The Chairman: Are you going to speak as 
well, Dr. Simonsz? 

Dr. Simonsz: Just a few words: Mr. Chair- 
man, ladies and gentlemen, I only have a very 
few things to add. We have heard a lot this 
afternoon about schizophrenics, more schizo- 
phrenics and finally schizophrenics and I want 
to add just one or two odd cases that we have 
observed on Stelazine which did reasonably 
well. 

Dr. Buhrmann mentioned for a moment that 
there were some epileptics that had slipped in 
inadvertently in Valkenberg. At Komani Hos- 
pital somebody was a little more bold and we 
took a number of epileptics who were ex- 
tremely difficult, who were withdrawn, who 
were apathetic, who were in such a state that 


they had to be pushed around the ward and | 
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we now find that these people are actually 
participating in helping with our most difficult 
and chronic cases; and I think it is probably 
well worth my saying that we are benefiting 
tremendously from the results of Stelazine. 

The other point that I would like to men- 
tion (and Dr. Clarke has mentioned it already) 
—it is unfortunate that one has to speak at this 
time of the afternoon because almost every- 
thing has been said—the question of which 
are the types, schizophrenics and so on, that 
would respond the best to Stelazine; and I 
agree with Dr. Clarke that particularly the 
paranoid group seems to be very susceptible to 
Stelazine. 

I would just like to mention one case here 
which was somewhat curious, in this respect 
that a woman of 58 showed very marked and 
acute paranoid symptoms but this was a symp- 
tomatic condition. She was acutely physically 
ill. She had one breast removed, she had mul- 
tiple secondary carcinomatoses and she had a 
very severe chest infection which suddenly 
flared up with the most florid paranoid fea- 
tures. We just tried Stelazine in this case and 
within 2 days she became completely apsycho- 
tic. And the extraordinary feature is this, that 
her physical condition remained just as bad. 
But once again, it has a small place in sympto- 
matic psychosis. 

Then, the other trial we did here was pos- 
sibly somewhat unusual again, though it has 
been mentioned this afternoon—in other words, 
DMD basis plus schizophrenia; and we had an 
extraordinary case here, of a girl who was 
originally at the Alexandra Institute and her 
behaviour improved to such an extent that she 
was discharged to her home when her schizo- 
phrenia developed. She then became one of 
the worst schizophrenics and now, on Stelazine 
in reasonable doses, 5 mg. ¢.d.s., she is in such 
a state that she once again can go back to 
her family circle. 


SENSITIZATION 


But there are a few things that I would like 
to ask or like to bring up, and once again some 
previous speakers unfortunately have already 
mentioned this. First of all, before I go any 
further, a feature that we have noticed was the 
question of sensitization to Stelazine. I have 
not seen it in the numerous pamphlets that Mr. 
Odell so kindly distributed to us. 

The condition is roughly as follows: We 
had a young fellow who was a medical student 
and who had been leucotomized. In fact he 


had had everything done that could possibly be 
done to him, and then suddenly a relative 
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tumbled to the idea that here was a drug he 
had been dreaming of—Stelazine was the 
answer to all his problems; and without read- 
ing Mr. Odell’s pamphlets, the patient was 
immediately slapped on to 20 mg. ¢d.s. The 
lad showed—which is quite well described— 
this awful situation whereby his tongue swelled 
up, he became acutely distressed and they had 
to rush him off to the General Hospital to 
get him fixed up. 

Now, those symptoms are all described; but 
it was months later that we tried him on a 
reasonable, not an excessive dose. I now notice 
Dr. Kinross-Wright’ uses somewhat phenome- 
nal doses there, but that, of course, is in Texas. 

In our case, then, we tried him on 5 mg. 
b.d., and we found that exactly the same phe- 
nomena took place again—even on very small 
doses. The question that arises, and I would 
like to hear comment on this—after all we 
have come here to learn—is, has this been seen 
before, is it of tremendous severity? I daresay 
it can be combated. What is the view of the 
experts on this matter? 


DURATION OF TREATMENT 


The other thing that Dr. Clarke mentioned 
earlier on is something, I think, of a very 
serious nature; it has been mentioned by a 
number of speakers, the fact that once they are 
on this Stelazine or any other tranquillizer for 
that matter, they have to remain on that for 
an indefinite number of years. 

Now, Dr. Wolpowitz has said that it can 
be done, and I agree with him entirely. As 
far as we are concerned, it can be done and 
these patients can be kept under observation 
at various Mental Health Clinics. There is no 
difficulty about that at all. But what about 
our non-Europeans; and is the price of Stela- 
zine prohibitive? Or can the individuals ob- 
tain this from their district surgeons, as they 
do with anti-epileptic drugs. It is a very potent 
point. Komani deals with the entire Native 
population of the Transkei, due to the fact that 
Fort Beaufort is somewhat over-congested— 
that is an understatement; I apologize for it. 

The fact is that we would be very pleased to 
do just what one of the previous speakers has 
said and make our Native section into a short- 
stay unit. If Stelazine would help there, I 
should be the first one to applaud. But what 
are we to do with them after that? We must 
send them out—we have seen that. With the 
Europeans we can do it. They can afford it 
mostly and we can regulate it at our clinics; 
what about our non-Europeans? The question 
is in mid-air. 
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PAROTITIS 


There is one other point that I would like 
to bring to the notice of this meeting and that 
is the occurrence of a unilateral and bilateral 
parotitis. Once again, I would like comments 
and preferably guidance on this matter. The 
parotitis, I think, is developed from dryness of 
the mouth, resulting, obviously, in obstruction 
of the various ducts. It has been rather severe 
and it is somewhat disconcerting. 


Thank you, gentlemen! 
DISCUSSION 


The Chairman: Thank you very much, Drs. 
Simonsz and Burger for your contribution, in 
which new points have emerged, new questions 
have been raised. According to our plan, let 
us have a period of 5 or 10 minutes’ discus- 
sion at this stage before going on to the next 


paper, please? 

Dr. MacGregor: Mr. Chairman, the ques- 
tion of side effects: Dr. Burger told us that on 
a low dosage 100% of his patients get side 
effects; others on much higher doses have had 
little in the way of side effects and Dr. Schrire 
told us the same thing. 

What are the factors, here, in bringing about 
side effects? One wonders, in private practice, 
whether, e.g. things like exercise as opposed to 
being in bed may play a part and the impres- 
sion that I have is that those people in bed 
tend to get side effects more easily; but on the 
other hand they are usually getting higher 
doses, so it is purely an impression. But there 
may be many other factors. Certainly the use 
of other tranquillizers brings on side effects; I 
think all of us who are using Stelazine will 
agree with that—it brings it on more rapidly. 

What part do sedatives play? Can anyone 
tell us this, whether those patients who are 
having the ordinary sedatives at night, bar- 
biturate or a bromide or something at night, 
do they get side effects more frequently? And 
one wonders, in a hot climate, whether things 
like fluids play any part or perhaps, even, as 
we are dealing with small biochemical changes, 
whether other biological changes, biochemical 
changes in the salts of the body, such as the 
sodium salts which may be lost through sweat- 
ing, may play a part. 

Nicotine—and this is one single case; 1 put 
it forward simply as a matter of interest. One 


MeptgsE BypraEs 24 September 1960 


can draw no conclusion from it. Nicotine may 
play some part. I have a patient at the present 
moment who, if he smokes—and he is a chain 
smoker, he smokes 50 to 60 cigarettes a day— 
he gets, on a relatively low dose of Stelazine, 
quite marked side effects. He himself noticed 
this. If he stops smoking, on the same dosage 
he seems much freer from side effects. 


So there may be a whole lot of complex, 
minor factors in the institution of side effects 
which we have to pay attention to. 


Dr. Russell Clarke: Mr. Chairman, I would 
like to comment on Drs. Simonsz’s and Bur- 
ger's paper, if I may. It is a very interesting 
one to me because of the mention of the treat- 
ment of epileptics. 


Now, we all know that the phenothiazines 
are epileptogenous drugs and it has come my 
way recently that I had to treat people who had 
epilepsy with phenothiazines and in one par- 
ticular case with no result from shock therapy 
and Largactil, and after numerous other at- 
temps at other drugs, was started on Stelazine. 
He dramatically improved. The interesting 
thing was that his epilepsy became worse almost 
immediately. That was countered by raising 
the dosage. The others, I think some of the 
people at Valkenberg might know of these 
cases, and they may not. We have a group of 
Coloured mentally defective children in Cape 
Town, under the supervision of the Mental 
Health Society. They varied from 6 to 10 
years. I went through them, about 23 of them, 
and it was interesting that most of them I 
found to be due to tuberculous meningitis. 
Some of them were deaf, some of them were 
called spastics, they were actually hemiplegic. 
Most of them had some degree of epilepsy 
which was not recognized and about half of 
them had major fits. 


Now, only recently I started them on Stela- 
zine because at the age of 10 they are pushed 
out and they get no further treatment. So they 
are tied to tables at home, and this is the inter- 
esting thing where Stelazine is useful: it con- 
trolled these children in this sense, that the 
destructiveness was prevented. The noisiness 
was alleviated and those Coloured people who 
could not stay at home, were able to give them 
the drug twice a day. It has not been men- 
tioned, but the effect of Stelazine is long-last- 
ing compared with the other phenothiazines; 
but again, the epilepsy got worse, so we had 
to increase the anti-epileptic medication, and I 
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really would like to know whether this is just 
something that happened or whether you had 
the same experience with your epileptics. 


Dr. Simonsz: No, Mr. Chairman, we did 
not, actually. Our anti-epileptic medication 
was fairly heavy and it probably left its mark 
in the picture. We did not find an increase in 
the fits but we did find, as I said just now, a 
very mar'ed improvement in the accessibility 
and the co-operativeness of the patient, which 
is a tremendous factor in our chronic ward. 

Dr. Wolpowitz: There was one interesting 
case, Dr. Clarke, in this series. A post-trau- 
matic psychotic went through his first ever 
major epileptic seizure when he was put on 
Stelazine. 

Dr. I. Schrire: Mr. Chairman, I sent a ques- 
tionnaire to 136 major hospitals in England 
after Stelazine had gone on the market and 
asked them for their opinion on the place of 
phenothiazines as such in epilepsy and in par- 
ticular the place of Stelazine. Of the 136 
hospitals 60 did not answer—that is the usual 
thing—and the rest had almost no experience 
whatsoever in the use of phenothiazines in 
epilepsy. They more or less said that they 
might have used it on a few occasions but no 
single individual in those hospitals was pre- 
pared to give an opinion. 

In regard to Stelazine in epilepsy, again 
the same thing applied. Very few had used 
it. They had no real opinion. 

In regard to epilepsy, purely on theoretical 
grounds, I would think that if there is an 
individual who develops those mental changes 
which we have come to associate with chronic 
epilepsy—and I am digging a little, here, into 
my memory; I think these have something to 
do with changes in their character and they 
become morose and morbid and so on—then 
possibly a phenothiazine might have some 
value but I do not think it would have any 
value at all in regard to controlling fits; and, 
in point of fact, in the 2 patients whom I was 
personally associated with, who were epileptics, 


- Stelazine had no effect either on the patients 


or on the fits. 


If I may answer Dr. MacGregor at this stage, 
in regard to why some patients get side effects 
more so than others, I think it is generally 
agreed that it is a matter, firstly, of sensitivity. 
Some patients are more sensitive than others. 
Somebody has mentioned already that we 
have seen dystonic reactions after taking 1 
or 2 mg. of any phenothiazine. When you 
relate the occurrence of these reactions to the 
thousands upon thousands of patients who have 
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already received phenothiazines in the last few 
years, they are relatively rare. They are ex- 
tremely frightening when they occur but they 
usually stop, no matter what you do, although 
now, with certain methods which we have for 
treatment, notably intravenous caffeine sodium 
benzoate, you can control these very rapidly. 
But I think that kind of reaction is due to 
sensitivity because you might find it coming on 
after 6 months’ treatment when suddenly the 
dystonic reaction would appear; or you might 
find it after 2 or 3 days on 1 mg. only. 

It is a risk to be borne in mind and before 
we use any of these’ drugs I think we have to 
be sure that there is a very good reason for 
using them and those of us who are con- 
cerned with the manufacture and production 
of Stelazine would be the first to say that you 
should not just use it like sweeties or aspirin. 

[I am sure in the discussion on psycho-neuro- 
tics this will come into the problem more so 
than up till now. I think it is a matter of 
sensitivity. But there is another factor, too, 
and that is the weight of the patient; 
someone else remarked that they saw side 
effects, more so in female patients than in 
male patients and, of course, more so ia chil- 
dren. In several child mental defectives that 
I have seen, they found that they were not 
getting extremely good results except in the 
kind of child where we were not quite sure 
whether it was a case of mental defect or 
whether there was a schizophrenic element in- 
volved; but at the beginning of these trials, 
without any question at all, side effects were 
very much more marked for the simple 
reason that they had not realized, as they 
should have, that dosage should be related to 
the age and weight of the patient. 

Just one last thing at this stage, without 
boring you further on the matter of parotitis. 
I can understand parotitis occurring if a 
patient’s mouth is dry. Would you get parotitis 
when they also have the parkinson side effects 
with drooling? Have you ever seen parotitis 
in a drooler? 

Dr. F. Frankel: Mr. Chairman, could we 
ask Dr. Burger and Dr. Simonsz what medi- 
cation was given to counteract these side 
effects? I raise that point because there is an 
available oo on the symposium held in 
April, I think it was in the United States, on 


the whole of the group of tranquillizers and 
the point made there was that the lack of 
a and dyskinesia were likely to 

nefit from the addition of regular doses of 
Artane plus a barbiturate such as either amytal 
or phenytoin—in regular doses, such as a grain 
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or so. I wondered whether that was applied 
in any way in the group. 

Dr. Simonsz: Mr. Chairman, what we have 
been using at Komani Hospital was Disipal 
with some very good results. The only un- 
fortunate thing about Disipal is that it is 
rather expensive but it certainly seems to have 
done the trick in controlling side effects. 

For the akathesia, we have just reduced 
our dosage in that case. 

Dr. Bubrmann: Mr. Chairman, may I give 
information and ask a question, also. We 
have felt that it is very easily controlled by 
giving Artane and then sodium amytal. But 
the question is, is there any advantage in push- 
ing the dosage up and giving Artane over a 
period of weeks? That is the combined seda- 
tion and Artane; or does one get the same 
results by just using Stelazine in a dosage with 
which the patient is comfortable? 

One of our medical officers used a large 
dosage and had the patients on Artane also 
for periods of weeks, and we just cannot make 
up our minds whether it is at all helpful. On 
the whole, I think our feeling is that it was 
not so beneficial, but I would very much like 
to know if other people have had the expe- 
rience. 

Dr. Russell Clarke: Mr. Chairman, in regard 
to that, I myself have always used, right from 
the beginning, Disipal with all my Stelazine 
cases. Quite automatically, whenever I put 
them on to Stelazine, they go on to Disipal. 
My impression, on my small number, is that 
the side effects are not anything as bad as 
they were in the beginning, according to that 
monograph. 

I have not seen very much of side effects 
to my mind that contra-indicate this drug. 
In fact, I prefer them to get side effects so 
that I know that the concentration is fairly 
high for that particular patient. Of course, 
you cannot do that in out-patient practice. 
That is our problem, as private psychiatrists 
and hospital psychiatrists. We cannot give 
these big dosages from hospital, because we 
may not see this patient for a week or two. 
That is why possibly we have had to restrict 
our dosages for out-patient practice. But in 
patients in hospital I have seen very few 
serious side effects. Only one girl, a doctor's 
relative, who has done remarkably well on 
Stelazine, a chronic recurring schizophrenic; 
they had to bash the door down to get her out. 
The place was in a mess, she was in a private 
hotel and she would not let anyone in. She 
is very well now, better than she has been for 
years. But she developed parkinsonism. It 


24 September 1960 


is now over 4 months. She still has parkin- 
sonism. In fact, like so many people, we 
thought we had made a mistake in the diag- 
nosis—we thought she was a post-encephali- 
tic; but in the course of time it has been less 
and less. But it is now 4 months and she 
still has slight parkinsonism of the one side, 
strangely enough. 

Dr. Denyssen: In private practice we have 
not got these marvellous opportunities. In 
hospitals we have several blind methods and 
checks and controls. So we have to rely on 
our clinical sense and experience. But, now, 
I was wondering, is it just possible that there 
is synergistic action between Largactil and 
Stelazine, because now on account of the fact 
that we cannot experiment with private 
patients, one nevertheless tries to see how it 
would work if one has a patient, say, on 
Largactil who is reasonably controlled. I have 
made it a point, in trying Stelazine. Starting 
with Largactil the night before, one can hardly 
do it. One does not want the patient to slip 
back. But then when [ have tried Stelazine 
the next day, the out-patients have complained 
of feeling sick and dizzy and they showed 
side reactions very quickly and with very 
small doses, and I have not been able to go 
very much beyond the 5 and the 10 and the 
15 mg. stage before finding rather marked re- 
actions. Now, in the odd case the patient 
had departed and electronarcosis had been 
tried with poor results, Largactil with fair re- 
sults. But when there was a definite break 
and the patient came back I risked it at a 
dosage of about 5 mg., not more, with the 
patient away from observation. I thought it 
would be safe at a distance, without observa- 
tion. It ended in excellent results and appar- 
ently complete recovery, or so it has seemed. 
It is some months, now. 

The point is this: we know that Largactil 
acts synergistically with a number of things. 
We know the extremely dangerous combina- 
tion of Largactil and alcohol. We know cer- 
tainly in animals, in rats, with the two given 
together they will go to sleep for a whole week 
and they eventually die and so on. Now, 
Largactil does act synergistically with a num- 
ber of things and hence has the effect of 
analgesics and various other things; and is 
it not possible, because in our private practice 
we often have these patients on things that 
we know are of some use, and if we want to 
try, and where we have tried—at least, where 
I have tried Stelazine, I have always noticed 
that the patient reacts extremely violently, 
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one way or the other; and I wondered to my- 
self whether it might not be that the Largactil 
has a synergistic action there. 


STELAZINE AND PSYCHONEUROTICS 


The Chairman: Thank you, Dr. Denyssen. 
Dr. Schrire, amongst others, I think, will be 
thinking over for the final discussion this 
broad, general question. I think we should at 
this stage call upon our last speakers, Dr. A. 
Sidley* and Dr. A. Borowitz from Tara Hos- 
pital, who are dealing with Stelazine in relation 
to psycho-neurotics. 

The Chairman: Thank you, Dr. Sidley. Are 
you adding anything, Dr. Borowitz? 

Dr. Borowitz: Yes, Professor Hurst. 

This paper is a report on the effects of 
Stelazine on 3 patients out of 10 treated with 
the drug. These were very carefully selected 
with regard to whether or not they could 
reasonably have been expected to respond to 
Stelazine. Of these 10 patients, 8 were psycho- 
neurotic and 2 were schizophrenic. The latter 
were incapacitated by the illness only to the 
extent that they could not hold down a job. 
They were not certifiable. 

None of these cases showed a therapeutic 
response to Stelazine, but 3 of them showed 
very unexpected changes which will be 
described. 

A brief summary of each case will give an 
idea of the patient treated. The response to 
treatment was assessed both by the author and 
the nursing staff attending to the case. In 
Tara Hospital much emphasis is laid on 
nurses’ observations, and provision is made for 
recording these systematically. 

The first patient was a male aged 19 years 
who had been ill for 3 months. His com- 
plaints were of this nature: he would walk 
in the veld and would see the trees becoming 
‘menacing.’ If he looked at a thorn tree, the 
thorns seemed to grow longer and the trees 
seemed to approach him as if they meant to 
attack. He also complained that the whole 
world suddenly had undergone a change and 
that he had no energy. There were, however, 
no paranoid features at all in evidence in this 
case. The father stated that the patient was 
rather solitary and that he complained of see- 
ing ghosts and cruel faces at times. While 
driving in a car the patient would sometimes 
turn round and ask ‘Who is singing?’, when 
there was no one in the back singing. At 
other times the patient would come with 


* Dr. Sidley’s communication is not included here. 
It will be published as a separate paper. Editor. 
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curious complaints, e.g. that his hands did not 
belong to him. On the other hand, the father 
confirmed that the patient was in no way 
secretive or hostile. 


He was regarded as suffering from an un- 
differentiated type of schizophrenia, and was 
placed on 5 mg. Stelazine 3 times a day. 

Treatment was commenced on 2 July. On 
3 July the patient became quite euphoric and 
went round telling everybody that he was 
100% well. During the next few days how- 
ever he began complaining of a headache and 
of feeling tense. The nurses reported that 
the patient (who had been reasonably sociable 
before being placed on Stelazine) had become 
very solitary and secretive. During an inter- 
view it was clear that the patient had indeed 
changed and had become rather hostile and 
taciturn, i.e. paranoid. 


He absconded from hospital a few days 
later. The father telephoned after the patient 
had arrived home complaining of feeling very 
ill. He felt that the patient was more ill at 
that time than he had been on admission. 


The second patient was also a male, aged 
27 years, who had fallen ill about 5 years be- 
fore coming into hospital. He stated that his 
wife had run away from him 6 years ago. 
He took to drinking heavily but ceased after 
a year. Then, one day, he blew his nose and 
his head became ‘blocked.’ Jt has remained 
blocked right up to the present. His mother 
died 6 months before his admission to hos- 
pital. He claimed to have seen her since her 
death on 2 occasions while waking up from 
a sleep. The mother said nothing while she 
was with him, and the impression he got of 
her was rather vague. It was felt that these 
were probably hypnogogic hallucinations. 

The father, on being interviewed about this 
patient, said: 

‘I don’t know what is wrong with my son; he 
has worked for only 3 months in his 27 years. On 
rare occasions he has heard a voice calling him by 


name; but it has only happened once or twice and 
nothing much was made of it.’ 


This patient was placed on Stelazine, start- 
ing off with 5 mg. 4d. and increased to 5 
mg. t.d.s. over several days. 

He was admitted to hospital on 16 June 
and Stelazine treatment begun on 18 July. By 
this time he had become rather unco-operative 
on account of developing an apprehension of 
usual medical procedures, e.g. being given an 
intravenous injection. It was hoped that these 
symptoms would respond to a tranquillizer. It 
is emphasized that well over a month elapsed 
before he was started on Stelazine and that 
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during this time his behaviour was reasonably 
good and he was not hallucinated. 

On 21 july the patient asked for an urgent 
interview with his doctor. He complained 
that his mother was coming to see him. He 
had seen her quite clearly and she had spoken 
to him. At the time he was wide awake and 
it was in the middle of the day. By 23 
August the patient had seen his mother on 
several occasions and he could describe her 
quite clearly. She usually looked over his 
right shoulder and spoke comforting words 
to him. 

In this case the drug appeared to have 
increased the visual hallucinations (both in 
incidence and intensity) and engendered very 
vivid aural hallucinations. 

The third case was a male, aged 25 years. 
He gave a history of 5 years’ duration. He 
was very unhappily married due to a tendency 
on the part of his wife to contract extra- 
marital relationships. One day the whole 
situation was aggravated when he actually 
found his wife and her lover in bed. He 
threatened to shoot them. To his intense sur- 
prise they took him to Court for this. There 
the Magistrate said to him: 

“You can’t do this sort of thing; if you've got 
complaints about your wife you should come and 
see us about it and not threaten to shoot her.’ 

He decided to sue his wife for a divorce. 
He consulted a lawyer who informed him that 
he might be allowed to divorce his wife but 
that she would probably obtain custody of 
their 2 children. (This was because he had 
made a ‘black mark’ against himself, as it 
were, by threatening to shoot his wife and 
her lover). So, after deciding not to shoot 
his wife, he concluded that the best way he 
could get himself out of trouble was to swallow 
some ant poison—which he did. He recovered 
and was admitted to Tara Hospital for obser- 
vation. 

He was seen at a few case conferences and 
was found to be neither psychotic nor neurotic. 
He was seen periodically and each time he 
complained of feeling a bit unhappy with 
being in hospital as he was feeling quite well. 
As he was becoming rather anxious to go, 
and as it was desirable to keep him on in 
hospital for as long as possible under obser- 
vation in view of his pending divorce suit, 
it was decided to place him on a tranquillizer. 
It was hoped that he would thus become more 
settled, and he was placed on Stelazine almost 
4 weeks after admission. He remained 
anxious, so that eventually he was receiving 
5 mg. t.d.s. He became rather apprehensive 
and restless. This was regarded as an ex- 
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pected side effect. After a few days the nurses 
reported that the patient had become very 
secretive and solitary, irritable and withdrawn 
into himself. He was found to be very hostile 
on questioning, whereas before he did not 
mind having to talk to anyone about his com- 
plaints. 

The final assessment in this case was that 
the drug appeared to have precipitated or 
released a paranoid state in a somewhat 
emotionally immature personality. 

In view of these occurrences, the possibility 
that this drug may have a psychotomimetic 
or a psychotogenic effect, is raised. 


DISCUSSION 


The Chairman: Thank you very much, Dr. 
Sidley and Dr. Borowitz, for drawing these 
additional features to our notice for discus- 
sion. I think we will have a short period of 
discussion, now, on Dr. Sidley’s and Dr. Boro- 
witz’s paper before proceeding to general dis- 
cussion. 

Dr. Schrire: Mr. Chairman, as I am here 
to learn I would like to discuss one or two 
things which the last two speakers brought 
up. As a clinician I was taught three things: 
The first one was diagnosis, the second, diag- 
nosis and the third, surprisingly enough, was 
diagnosis. I am an old-fashioned physician. | 
do not know what insanity is but when I hear 
that someone saves up enough money to go 
back to his estranged wife I am beginning to 
doubt what is sanity and what is insanity. 


However, in regard to the last two things, 
of those 3 cases that you have just been de- 
scribing, I am perfectly aware, as it is in 
general medicine, in which I feel more com- 
fortable than in psychiatry, there are a large 
number of patients whom you are not going 
to diagnose. You are going to put them 
into groups; and if you are going to put 
them into groups, I do not think psychiatry 
has reached the stage that you can afford to be 
too specific. As a result, you put them into 
groups and schizophrenia is a very big group. 

I got involved in a discussion at a meeting 
recently at which I said I did not think schizo- 
phrenia was a single disease and I was not sure 
that all psychiatrists who diagnose a disease 
would diagnose the same kind of disease—and 
I was shot down. But I was pleased to see, later, 
in a medical journal a paper entitled What is 
Schizophrenia? by Dr. Fish. He is Senior Lec- 
turer in the Department of Psychological 
Medicine at Edinburgh. This author says: 
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‘Schizophrenia is a group of mental disorders 
in which there is no cause for any disease and 
in which many different clinical pictures can 
occur.’ 

I have just shown this to Professor Hurst 
and asked him if he agreed; well, he said he 
was not quite sure, he did not agree with all 
of it. But the point is, there may be several 
diseases and I feel sure that we have not yet 
reached the stage with Stelazine of being able 
to say that you can use it in this group and 
not in the other. So we are still at the stage 
of trying to find out. We have to be, I think, 
careful and cautious and I do think that Stela- 
zine should not be used as a panacea. I do 
not think because you have a patient of whom 
you have no diagnosis, you should give Stela- 
zine to this patient. I am really against that 
kind of thing. We think, now, we know 
enough about Stelazine over the last few years, 
with about 50 or 60 publications, to be able 
to say more or less where its uses lie. 

Dr. Russell Clarke: Mr. Chairman, I just 
want to ask Dr. Sidley what he feels about 
the use of Stelazine generally compared to the 
other phenothiazines; what was your impres- 
sion in relation to this group of cases? Have 
you used Largactil, as compared with Stela- 
zine? Just to get some idea of your feeling 
about it. 

Dr. Sidley: Mr. Chairman, about half of 
the cases were on other phenothiazines and 
resepine and I do feel that the best response 
was gained on Stelazine for the more psychotic 
cases. I think that the results I have obtained 
in the psycho-neuroses have been very dis- 
appointing but I have ‘not taken the doses very 
high at all. Certainly what the pamphlets say 
about 1 mg. 4.d. I believe is a quite useless 
dosage. I have not found any results what- 
soever on that sort of dose. 

Dr. Schrire: How many patients have you 
treated? 

Dr. Sidley: At a guess, I would say about 
30. 

Dr. Borowitz: 1 wonder if I may reply to 
it, Dr. Schrire. With reference to this ques- 
tion of diagnosis, I quite agree with Dr. 
Schrire that diagnosis can be difficult when it 
comes to an illness such as schizophrenia. But 
1 would like to emphasize that these cases 
were selected because we felt that they seemed 
to be suitable for Stelazine, with this one 
exception, that we did take a bit of a chance; 
and the reason—we got our information with 
regard to suitability from SK & F Laboratories’ 
brochures. We did not haphazardly select 
cases and place them on this drug. I think 
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that was the implication in what you were 
saying. I hope I am not wrong. 

Dr. Wolpowitz: Mr. Chairman, am I cor- 
rect that that remark that Dr. Schrire made 
about a person returning to an estranged wife 
concerned that case of mine? 

Dr. Schrire: That is so. 

Dr. Wolpowitz: Well, I think you have 
completely misrepresented it, Dr. Schrire. 
What I tried to indicate was that there was 
no estrangement, first of all. His wife lived 
in England, because it suited them. Her 
parents were there, and it suited her to go and 
live with her parents so that her children could 
be educated while her husband was detained 
in a mental hospital. To see him, she had 
actually from time to time taken on a job as 
stewardess on a Union Castle liner to come 
and see him—regularly; at least once a year. 
I merely mentioned that as an indication of 
the degree of initiative that this patient sud- 
denly showed, suddenly (which was com- 
pletely unexpected to me) to go and save £50 
in a very short time, of his salary, as a tally 
clerk on the docks. He showed such initia- 
tive as to not work week days, because by 
working weekends, he would get double pay. 
So, I am afraid you misrepresented that, Dr. 
Schrire. 

Dr. Schrire: 1 wish to apologize. I did 
not really mean it. In a sense 1 was in my 
ham-handed way trying to make a joke. It 
was not seriously meant, of course. As a non- 
psychiatrist in the presence of psychiatrists | 
must permit myself a certain amount of extra- 
vagance in my outlook every time I can. 

The Chairman: Yes, we realize Dr. Schrire 
is in the minority and he has to keep his 
end up, so we will treat him very kindly. 

Well, ladies and gentlemen, I think that we 
can bring this sort of specific discussion of Dr. 
Sidley and Dr. Borowitz’s paper to a close and 
proceed to a general discussion. During the 
tea break Dr. Cluver enunciated a rather 
general and important question and it did seem 
as if it might be one of the interesting points, 
so perhaps I could ask him to start the general 
discussion by formulating it—if he feels in- 
clined to do so. 

Dr. Cluver: Mr. Chairman, the point in 
this very valuable discussion that we have had, 
has been running through my mind, and that 
is that, although Dr. Ginsburg and his col- 
leagues have answered it in a way by impli- 
cation, I would like to have a more positive 
and a clearer answer, if it is possible; and that 
is this, that in these cases that I understood 
as being demented, as one understands the 
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term, or used to understand the term, for 
some 40 years, and now they have become, 
to put it crudely, ‘undemented.’ Is that really 
a point of fact, because it would then imply 
that at one time, when we used to state that 
a person, because he had been in a mental 
hospital for some 7 years, he could then get 
a divorce, if he was incurable. Now, does 
that mean it all falls away? And there are 
many other implications, naturally, too. But 
the whole point that I particularly am _ in- 
terested in is whether—as I said, we under- 
stood cases to be demented and now they do 
not seem to be demented. Is it completely 
reversible? 

Dr. Ginsburg: Mr. Chairman, what Dr. 
Cluver has just raised has been observed in 
quite a number of cases, of people we thought 
were demented. We thought they were 
absolutely useless, that they were not of any 
value whatsoever on the labour market, that 
they were not of any value in institutions. 
Yet these people, whom we call demented, 
have shown these remarkable improvements, 
not only with Stelazine but with the other 
phenothiazines; and I think we must regard 
that some, at least a small percentage, whom 
we have allowed to sink, are reversible. 

Dr. Cluver: Those for 40 years? 

Dr. Ginsburg: Well, those that we have 
seen, that I am referring to, are up to 15 years. 
I have not seen anything longer than 15 years. 
There is one case from Fort Napier, who was 
under curatorship, who was a dementia prae- 
cox paranoid, who was in the dement ward, 
who when put on to Largactil 2—3 years ago 
made a dramatic improvement; the curatorship 
has been removed and he is on his own legs. 
So that I think is the longest I know of, 20 
years. And he was considered, then, as a 
dement before treatment. 

Now, of these other cases in Fort Napier, 

many of them, too, were up to 10 years and 
they were in the wet and dirty ward, so to 
speak. 
Of these patients that we have had at Sterk- 
fontein, the one individual—we will call him 
‘C’—has so impressed his relatives and un- 
married sister, and he is rather fortunate in 
the fact that she is unmarried and she is doing 
her best to try and rehabilitate him. He, too, 
wet and dirty, slovenly, inactive, completely 
blunted and mentally dead so to speak, has 
made one more of these risings from the dead. 
So I think one must begin to regard this so- 
called dementia as a reversible state. 

Dr. Denyssen: I was under the impression 
that one has to be very careful in diagnosing 
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schizophrenia because, in my time, when I 
was in a hospital overseas, there was no doubt 
that some of these schizophrenics who 
wouldn’t eat, were indeed dumb and would 
not talk and were to all intents and purposes 
demented, and incompetent as well; that when 
they did have remissions—before these drugs 
were used, when they remitted they remem- 
bered in detail many incidents through all 
these years that they had apparently been 
sitting inattentive and mute; and I was under 
the impression, at least a good many of us 
were, that what one thought was dementia 
was not dementia; not in the schizophrenia— 
judging by what we discovered when they 
remitted, although they had been apparently 
so for many years. 

Dr. Bubrmann: Mr. Chairman, on_ this 
point, 1 did not give any details but I think 
it is very much to the point here. I will just 
read the periods that the patients have been 
in hospital and these are patients from the 
chronic wards, not the admission ward; I am 
just going to read those cases that are out on 
leave or have been discharged and they have 
been in hospital 4 years, 2 years, 5 years, 5 
years, 5 years, 4 years, 15 years, 8 years, 8 
years, 7, 8, 4, 3, 2, 2, 12, 3, 3, 4, 7, 4. And 
the notes previous to this read: ‘Complete 
vegetable, inaccessible, wet and dirty, unem- 
ployable.’ And these are patients that have 
dosages up to 25 and 30 mg. mostly, and they 
have had treatment—that was in-hospital 
treatment, before they went out, for 12 weeks, 
10 weeks, 11 weeks, round about 16 weeks; 
I would say the average would be about 10 
to 12 weeks before they were discharged. As 
I say, these are chronic ward patients. 

There is, amongst others, a leucotomy 
patient who had all kinds of treatment, and 
I do not think she will ever be discharged but 
she certainly is becoming well enough to go 
on leave. 

There is a very dramatic case of a civil 
engineer who was a patient, a 28-year-old man 
who was a patient for 6 years, and he had a 
dosage up to 40 mg. daily and he was de- 
scribed as a vegetable; he never spoke, and 
after 14 days’ treatment he started speaking 
and after a month he was well enough to 
go out on leave and after 3 months he was 
well enough to go back to his job. 

So there it certainly is. Dr. Cluver’s point 
is going to become more and more difficult 
with this kind of result. 

Dr. Barker: Mr. Chairman, surely it is no 
new concept that there is a differentiation be- 
tween organic dementia and the so-called 
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dementia that one finds in schizophrenia. I 
think most of us probably have the experi- 
ence nh in catatonic cases—in- 
jecting a drug such as sodium amytal, perhaps 
along with caffeine or perhaps with some other 
analeptic; and finding that you can get your 
patient to talk—a patient who has perhaps 
been mute and a vegetable, so-called, for many 
years. They will give you a fairly reasonable 
history, they will tell you what has been going 
on in the hospital. Apropos of that, perhaps 
one might remind the meeting of that ancient 
psychiatric chestnut—which I think I heard 
when I was a medical student, of the pro- 
fessor who was doing the ward round. There 
was a girl curled up on the bed and being 
rather analytically inclined, he said, ‘ You see, 
gentlemen, the original foetal position.’ She 
hadn't been known to talk for 15 years, but 
she said, ‘What a lot of damned nonsense’ 
and got up. 

I just make that point, because I think there 
is a very definite differentiation between the 
two types of so-called deterioration. 

Dr. Cooper: Mr. Chairman, I think it 
would be very difficult for us to go away this 
evening without being convinced of the value 
of Stelazine in the management and treatment 
of chronic schizophrenia. But I myself am 
not convinced about its value in acute schizo- 
phrenia and the reason is that, with the 
greatest diffidence to my friends here, they 
omitted to take into consideration certain facts 
concerning acute schizophrenia. 

First of all, I think we all have observed 
that the acute schizophrenic has for a long 
time, now, often recovered. We have often 
seen that acute schizophrenia tends quite 
frequently to remit quite spontaneously. There 
is many a schizophrenic, an acute one, who, 
has been unable to get admission to the 
mental hospital because of shortage of beds, 
who hangs on perhaps a month or two, then 
suddenly gets a bed; you go and see your 
patient and the relatives say, ‘Oh, but he has 
recovered; thank you very much.’ There is 
that point regarding acute schizophrenia. 

The other thing I am not clear about is 
whether the introduction of Stelazine in the 
mental hospital has increased the recovery 
rate of acute schizophrenia as compared with 
what it has been over the last few years, with 
Largactil and perhaps ECT and insulin. 

It disappointed me to find that the mental 
hospital workers had not given us a statistical 
survey along the lines of comparing the Stela- 
zine recovery rate of acute schizophrenia in 
the mental hospitals with the recovery rate by 
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previous methods. If the speakers could help 
me with whether they really are convinced 
that Stelazine has this great value in acute 
cases I would appreciate it. 

Now, while I am up, there is one other 
point that I would like to make, and that is 
that it seems that everybody has been rather 
chary about giving us a comforting word in 
the matter of the value of Stelazine in the 
psycho-neurotic. We have just quietly, I think, 
evaded the psycho-neurotic for the most part 
this afternoon. It presents a tremendous prob- 
lem in treatment and whether or not Stelazine 
is going to be of’ any value in the psycho- 
neurotic, I would like it if somebody can put 
in a good word for Stelazine in this regard. 
I think we would all like to hear it. Per- 
sonally, I cannot say very much regarding its 
value except, perhaps, to throw in just a very 
small point, and that is that in the treatment 
of the severe neurotic depression as opposed 
to the endogenous one, there are certain anti- 
depressant drugs which, while they are very 
valuable in the endogenous depressions, do not 
seem to be easily applied in the neurotic 
depression because they tend to precipitate a 
lot of anxiety. Now, I have had a few 
instances of dramatic effect by combining the 
use of these anti-depressant drugs with Stela- 
zine. By doing so, one has been able to allow 
the anti-depressant to do its job without pre- 
cipitating this uncomfortable anxiety which 
would have been precipitated without the use 
of Stelazine. 

One final point: We see, particularly, I 
think, in the Cape Coloureds, but I suppose 
in the Europeans, too, a syndrome usually 
between the ages of about 40-55, of auditory 
hallucinosis which is not related to alcohol or 
any other toxic factor which one is not happy 
about, calling it schizophrenia; because one did 
not find any other features of schizophrenia 
it seems to be that the patient is disabled 
purely and solely by virtue of being halluci- 
nated in the auditory sphere. 

Now, that syndrome responds, as far as I 
can make out, on not many cases admittedly, 
but in a few cases they responded dramatically 
well and lastingly well. 

Dr. Barker: Mr. Chairman, may I ask one 
question? Has anybody any experience of this 
preparation in hypomania; is it of any use, or 
not? 

Dr. Frankel: 1 would like to answer that, 
if I may. I treated quite a few hypomanic 
patients with Stelazine in combination with 
triflupromazine and have found the effect a 
very satisfactory one, particularly after ECT 
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had failed; and I am pleased to be able to 
make the point that I used Stelazine plus 
Serpasil particularly after Dr. Cooper's contri- 
bution, part of which I would like to associate 
myself with. That is, that it is disappointing 
that we do not have a comparative study of 
the effectiveness of the various tranquillizing 
groups. 

Obviously, in this survey the people con- 
cerned have had to say, ‘Which patients do 
we put on this particular drug?’ But when one 
is confronted with considerable literature, 
numerous medical representatives who are in- 
formed and most helpful when they visit us, 
one is obliged to have to look at the thing 
from the other end, that is to say, ‘Which 
drug do I put this patient on?’ I do not wish 
to appear to be an ungracious guest. I think 
that this afternoon has been a most valuable 
experience. But I wonder whether we could, 
on the basis of Dr. Cooper’s comment and 
my addendum to it, suggest to SK & F the pos- 
sibility of their sponsoring, with others, a com- 
bined and simultaneous study on the effective- 
ness of Stelazine in psychiatric distress, so that 
we do not have isolated reports from different 
hospitals but that we have the same medical 
committee sitting in on diagnosis and on 
assessment of progress on the particular medi- 
cation; and that instead of using a placebo 
as a control, that another recognized tran- 
quillizer which is effective be compared with 
Stelazine. 

I do not think there is any doubt that 
Stelazine is an extremely useful drug. One 
does not need large numbers to prove that 
point. When one watches clinically a single 
patient I think one is entitled to say the patient 
is getting better, as one sees the progress. 

One can see this with Stelazine; we have 
seen it with other good tranquillizers, tran- 
quillizers such as triflupromazine and chlor- 
promazine and Trilafon; and I say again, I 
would be most keen to see a jointly sponsored 
undertaking whereby comparisons are made 
simultaneously by the same Medical Board on 
the efficacy of a few of these very good ones. 

Matron Marwick: Mr. Chairman, it is with 
great diffidence that I would speak to-day 
following on what Dr. Frankel has said. I 
would suggest that at the same time some 
study be done without drugs at all. From 
what Dr. Sussman also said, there is evidence 
that patients will still improve without drugs 
simply by removing the label of ‘hopeless’ 
and putting up the label of ‘hope’ and by 
using the human elements as well. 
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I know of one study that was done in 
Britain where again an extremely deteriorated 
group of patients was taken, and an attempt 
was made to improve the standard of their 
social behaviour. A habit training programme 
was started, with very marked improvement. 
This improvement, however, was not as good 
as had been anticipated. It was a ward of 
male patients—5O patients and 5 male nurses. 
The improvement, however, was quite drama- 
tic, with one simple change and that was, 
instead of having 5 nurses to 50 patients, 
there was one nurse to 10 patients; and I would 
suggest that at the same time, while you are 
studying the drugs, you study, also, the possi- 
bility of the human interest that can be brought 
into the care of the patient and see how 
effective that might be as well. 

The Chairman: Thank you, Miss Marwick. 
Miss Marwick has raised the point of separat- 
ing the variable of the psychological effect of 
group influences from the effect of the drug, 
which is a point in experimental design that 
we have to consider in all these studies. 

Dr. Wolpowitz: We have done that, and 
I do not know that we need go into that 
subject. 

The Chairman: Could you just briefly 
refresh our memory as to how you have coped 
with it? 

Dr. Wolpowitz: For your information, Miss 
Marwick, I can mention the scheme that I 
started at Fort England about 2-3 years ago, 
establishing a flower garden for female 
patients, from a back ward, what is known 
as a disturbed ward; patients never left that 
yard at all. We started with 2 nurses, with 
4 patients. They could only handle 4. There 
are to-day 20 patients from that back ward 
in that flower garden, with only 2 nurses, not 
giving the slightest bit of trouble—they are 
completely under control and some of those 
patients have gone home on leave. 

Dr. Schrire: 1 am sorry I have to keep on 
popping up, but if I could take some of the 
questions—they won't be in the right order. 

In regard to the comparison of different 
phenothiazines: well, that has been going on 
for the last 4 or 5 years. In about 10 or 15 
institutions, mainly in the University units, 
all over Britain trials have been going on, 
where they have been trying 10, 12 or so 
different kinds of tranquillizers, Stelazine 
amongst them. Most of the trials broke down 
for the simple reason that the design of the 
experiments was nonsensical to start with. So 
many of these trials have had to be re-designed 
for the simple reason that a statistician was 
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not called in at the beginning, as he should 
have been. 

Similarly, I have read that same (1 am sure 
it must be the same) article which Miss 
Marwick has just been talking about, of the 
trial done in the United Kingdom and else- 
where on the effect of increased care and atten- 
tion given to patients which has nothing at 
all to do with the drugs, and of course they 
do get better results. But you have to relate 
this, eventually, to a wider field and that is 
Marwick has just been talking about, of the 
moment, on the philosophy of clinical trials; 
that if you come in to do a clinical trial with 
any particular drug, there are 2 ways of going 
at it. One is that which most of us will 
recognize—it is a clinical impression. Now, 
you cannot deny that a psychiatrist who has 
been in practice for 30 years is able to offer 
an Opinion on a new drug that he has had 
under study for a year. Surely, he should be 
allowed—a man of experience should be 
allowed to turn round and say ‘Now I have 
used this drug on about 50 or 60 patients and 
relating my experiences to my experiences 
over the last 20-odd years, this drug is of 
value; it is of value in this and that kind of 
disease and it should be used or it should not 
be used.’ 

A trial like that is of significance and can 
be of value, but it is of limited value, for 
the simple reason that all one’s experiences 
are limited. 

So then you have to get on to the next kind 
of trial, which is the double-blind, controlled 
trial, where the patient does not know what 
he is getting, all the. conditions are under 
control, the drugs are under control, the proper 
placebo tablets are used. You cannot do it 
on 100 patients; it is a matter of 200, 300 or 
400 patients and it is a matter of rating and 
who examines the patients, and are you going 
to rely on your nursing staff? 

I have spoken to Professor Lamont before 
coming to this meeting and he tells me that 
with 5S or 6 doctors looking after 2,500 
patients it will be impossible, in an institu- 
tion like his, to have any properly controlled 
trial if he has to rely on the nursing staff, as 
I am sure he must; and we have heard that 
the nursing staff don’t like new drugs, some- 
times, because it interferes with their way of 
living. They might have a little more work 
to do. They don’t want to go around and 


keep ratings. You must go into some of the 
trials which have been published recently and 
know the people who have done them—now, 
it is important to know who is doing the trial 
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and in which hospital. Because when you do 
know that, you readily realize that most of the 
double-blind controlled trials are certainly not 
of much value relative to the opinion you may 
get from a skilled and experienced psychiatrist 
who is looking at a drug as a drug over a 
period of several months in his own wards. 
There is obviously place for both kinds of 
trials but if we are going to assess any drug 
on a magic phrase that it is a double-blind 
controlled trial, let us be absolutely sure that 
we are talking about a properly designed trial 
which is properly double-blind and the ratings 
are done by people who are trained. 


Well, I could go on for a long time about 
this because we have been involved in this 
kind of discussion for the last few years, and 
especially on drugs given to psychiatrists be- 
cause, of all the clinicians who bedevil the 
scientists I think the psychiatrists are almost 
at the top of the list, for the simple reason 
that most of your results do not come from 
you but they come from your juniors, who 
have no interest in the trials, from your charge 
nurses and from your nursing staff. I may be 
wrons about it, gentlemen; I am prepared to 
be corrected. 

However, just to come on to a few more 
points, and that is the results in psycho- 
neurotics. Trials have gone on in the United 
States and in the United Kingdom that I know 
of over about 30,000 patients already. Even 
though you may not have had much experi- 
ence as yet personally with psychoneurotics, 
a lot of work is going on and I am sure 
publications will be coming out. The diffi- 
culty is how to get publications to you. 
If you get the results of clinical trials appear- 
ing in journals you have not got the time to 
read more than 3 or 4 journals; you might be 
able to read a few abstracts, so that the firms 
like Smith, Kline and French and other firms 
send you pamphlets and brochures, and if you 
do what I do, which is to throw them un- 
opened into the wastepaper basket, then of 
course there is no other way of getting the 
latest information, except to urge you to read 
more. It would be an impertinence for me 
to say so; I am sure most of you read enough. 
But I do not know what other way we have, 
and I am particularly addressing Dr. Russell 
Clarke who is an old friend of mine, because 
he raised this matter, as to how we can give 
him information. We cannot send you re- 
prints because there are copyright laws and 
the infringement thereof which lay us open 
to high fines if we were to take photocopies, 
say from the Lancet; they can send you a copy 
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of an article which you might wish to see. 
These are the administrative difficulties over 
which we have no control. There is only one 
way, then, of trying to get a group of 
specialists to know what is going on in their 
own world and that is to urge them to read 
and if possible get together and discuss it. 
Please forgive me if I appear to be imperti- 
nent but I do not wish to be, but that is the 
advice which was given to me in my own time 
when I complained that there was too much 
to read in endocrinology. Well, it was hard 
luck. You either do it, or you don't; and if 
you don’t, you go to the wall and you go on 
doing what you were taught when you were 
medical students. There is no answer to that. 

In regard to the synergism of Largactil and 
other drugs, we do know from our experi- 
mental work that there is a potentiation by 
certain drugs of other drugs. If you have 
Largactil and you combine it with one of the 
barbiturates then we do know that pheno- 
thiazines as a rule will potentiate the barbitu- 
rates and make the effect even more obvious 
than before. 

Now, Stelazine in itself does not potentiate 
the barbiturates, so in those circumstances you 
could use Stelazine with barbiturates. Largactil, 
as far as I know, and certain other pheno- 
thiazines potentiate barbiturates. 

I would hesitate to use two phenothiazines 
together until I was perfectly aware of what 
the action of each one was before I started 
to combine them. Now, that is sound medi- 
cine. I do not think one should use any two 
drugs together until one knows what each 
one in itself does. There is always the danger 
of synergism. But, of course, there is also 


the other danger of the potentiation of the © 


mal-effects of one with other other. 

There is one more factor, that we do know 
that some of the phenothiazines produce blood 
dyscrasias and also jaundice. Now, of the 
thousands of cases or so which have already 
been treated with Stelazine, I say with 
all solemnity and happiness, not a single case 
of jaundice has been described; similarly, no 
blood dyscrasias. I would hesitate to use a 
drug like Stelazine which, as far as I know, is 
innocent of producing these kinds of side 
effects with a drug like chlorpromazine which 
is known to do so, because if you do get a side 
effect then you won't know to which one you 
can attribute it. As a result, I think before 
we combine drugs we must know what each 
one does in its own right. 

In regard to the treatment of acute schizo- 
phrenics, I know that in this country you may 
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not have done very much but abroad a great 
deal has been done and I feel sure that within 
the next 6 months or so publications will 
appear. As I said before, ic was much easier 
to have trials done in the chronic cases than 
in the acute cases; but I feel convinced that 
if you wait, in a few months’ time quite a 
few publications that I know of will appear— 
at least 4 in British journals. 


I think I have said enough except that there 
are other aspects to consider in trials, and | 
would only like to end on one note and that 
is if anybody does go into a trial and he feels 
that it should be able to stand up to scrutiny, 
there is only one thing to do and that is to 
consult the statistician who is skilled in the 
design and the proper control of clinical trials. 
And until you are prepared to do that, well, 
then, stand firmly on a clinical impression 
trial, which is good in its own rights. 

Dr. Denyssen: The main reason I men- 
tioned this about chlorpromazine potentiation 
is because we know it is a powerful poten- 
tiator; but so many people are using it and 
one does not know how long one has to wait 
until one can be sure that one is only having 
the pure Stelazine effect—not that I inten- 
tionally combine them; but it is used and its 
actions are known, and it is a recognized form 
of treatment; therefore I wanted to know 
whether there was any information about that 
point, whether that is, let us say, potentiating 
the untoward effect of the Stelazine in the 
same way as it can in certain other things, 
such as alcohol. 

Those are the reasons; not that [ was com- 
bining them, but merely that I meant one 
would have to be carefui. 

Dr. Russell Clarke: Mr. Chairman, we are 
all very thirsty, I think, and I will make this 
very quick. I trust, out of interest, that I 
can answer Dr. Denyssen. You see, as I have 
said, I am not keen—or I haven't said it. I am 
not keen on using Stelazine for acute schizo- 
phrenia or any acute psychotic case because of 
the side effects and the difficulties. So, I have 
been using chlorpromazine and Serpasil with 
very good results. But then to try and relieve 
the dulling effect and get that initiative and 
drive back that is lost when you use Largactil 
and reserpine, I have started to use Stelazine 
with Largactil gradually replacing it over a 
period of a month in increasing dosage; try- 
ing to estimate it by saying it is 10 times as 
powerful as chlorpromazine. And actually the 
results have been fairly good. The only thing 
that I do not know is whether they would have 
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been equally as good as they have been be- 
fore without the Stelazine, in fairness. 

The Chairman: There is one question that 
] think arises that perhaps could be dealt with 
before this thirst is dealt with. Dr. Ginsburg 
has done very comprehensive and scientific 
work on high dosage insulin therapy which he 
might be prepared to review by way of giving 
perspective. I wonder whether he is yet in a 
position to tell us what he thinks of the posi- 
tion of high dosage insulin vis-a-vis Stelazine 
aid other drugs in this category. 

Dr. Ginsburg: Mr. Chairman, on this ques- 
ton of the position of insulin to-day, there 
ae a lot of opinions coming from various 
parts of the world. Kinross-Wright at the 
University at Houston, Texas, has given up 
insulin as the initial treatment. He starts off 
vith the phenothiazines and if he fails he pro- 
ceeds with the new tablet treatment. The 
hospital across the way at Houston continues 
with insulin and if the successes are not what 
they wish, they then switch over to the use 
of the drug. 

Sargent, who was perhaps the greatest pro- 
tagonist in Britain of insulin—Sargent and 
Siater, they have adopted the viewpoint of 
Kinross-Wright and they have reduced the 
number of patients receiving insulin. At the 
moment I feel we should be careful in dis- 
carding a treatment, a treatment which some 
of us have pioneered—I think there were 3 
of us who were at Fort Napier, Dr. Wright, 
Dr. Buhrmann and myself, when insulin was 
first introduced and in those days we had the 
same argument on the value of insulin. Some 
of use were convinced that it was a treatment 
of choice and some of us still feel that it has 
a very definite place in the treatment of 
schizophrenia. However it is a changing 
world at the moment and I think we ought 
to observe the results of the various treat- 
ments and my own feeling is that at the 
present stage we should be conservative and 
hold our horses and decide in about 2 years’ 
time on the place and value of insulin. But 
I think that in the thesis that I presented 
some 8 years ago, I commented that insulin 
at that time was but a passing phase. I feel 
that the treatments that we have, the drugs 
that we are using to-day, are but a passing 
phase and I believe that with the physiological 
developments taking place we will in due 
course have a specific for our schizophrenics. 
I think we must look upon them much in the 
same way as in the 1850’s when they used 
the one big word ‘fever’ for all the fevers, 
and then we split them up into various 
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groups. I think the same thing is going to 
happen to schizophrenia and that we will in 
due course have specific treatments for the 
various diseases that now comprise schizo- 
phrenia. Thank you. 

Dr. H. A. Shapiro: May I make one obser- 
vation on the natural history of the disease 
and the way in which drugs are used. We 
have heard of the great value which increased 
nursing care and attention can produce in 
these very difficult, derelict cases. But when 
I heard Miss Marwick’s figures that you are 
going to apportion one nurse to 10 patients, 
then I realized, as I'am sure we all do, that 
what we are faced with is an impracticable 
expedient in the light of the acute shortage 
of nursing staff. 

Now, on the other hand, it has emerged 
clearly from the reports which have been made 
to-day that even with the inadequate nursing 
facilities that we have, a factor in the improve- 
ment of the patient may not be due to the 
drug. But the drug has undoubtedly rendered 
manageable within a remarkably short space 
of time—and I think that is the important 
thing—and without any increase in the com- 
mitments required for nursing attention, cases 
which would otherwise have remained on the 
scrap heap. I think it is important to recog- 
nize the criticisms which have been advanced 
by Dr. Sussman, Miss Marwick and others 
here about the full scientific value of Stela- 
zine. But having done all that, it seems to 
me as an outsider that there is still a very 
real place as a practical proposition, when we 
are dealing with something like hundreds or 
thousands of cases in mental institutions for 
a drug like this which can bring the position 
under control with limited nursing facilities 
within a very short space of time. That point 
was overlooked, Mr. Chairman. I felt one 
should draw attention to it. 

The Chairman: Thank you, Dr. Shapiro. 

Well, ladies and gentlemen, we have gone 
over the time allocated to the Conference and 
I do not wish to say anything much in the 
way of elaboration. I should say in general 
ag emg that we have heard from Dr. Gins- 

urg his feelings as to the new era in which 
we are and that in spite of the values of high 
dosage insulin, new physiological mechanisms 
are being disclosed by the application of 
Stelazine and allied drugs. We have seen this 
in another context that Dr. Cluver has pointed 
out to us, that our concept of dementia in 
schizophrenia is in need of revision; even, I 
think, when we have eliminated cases which 
might simulate a dementia, there is still place, 
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as a result of the natural physiological experi- 
ments through drugs like Stelazine, to revise 
our basic concepts. And I think in world 
terms, too, that the report from one of the 
Assistant Commissioners for Mental Hygiene 
of New York State, at the Zurich Conference 
as to the declining need of beds in mental hos- 
pitals which was traced largely to the use of 
tranquillizing drugs, we are getting a sort of 
wide global assessment of the contribution in 
practice of these important drugs. 

The contributions at this Conference are in 
line with the effectiveness of Stelazine, especi- 
ally in schizophrenia, and we have had indica- 
tions also of the effectiveness in other spheres. 

The need for further trials and investiga- 
tions, suggestions as to the techniques of the 
trials themselves and the question of the 
organization of such trials in the land as a 
whole have also been brought to our attention. 

We are very grateful to the speakers at 
this Conference, Drs. Ginsburg and Levinson, 
Dr. Buhrmann, Dr. Wolpowitz, Drs. Simonsz 


MEDICAL PROCEEDINGS MEDIESE ByDRAES 


24 September 1960 


and Burger, Drs. Sidley and Borowitz, for their 
contributions but we are also very grateful to 
all the participants in this Conference, in th: 
critical discussion that has taken place. I fecl 
that an important feature of such Conferences 
is that they bring psychiatrists from all parts 
of the country together. This is probably a 
unique gathering in its catholicity of coverage 
except, perhaps, for Medical Congresses. I do 
feel there is great value in the general discus- 
sions that we have about our field; and for this 
reason I should like to conclude by thanking 
Messrs. Smith, Kline and French very muca 
for their bringing us together in this way. Dr. 
Schrire and Mr. Odell deserve special mention 
and thanks in this regard. We also appreciate 
the contribution and liaison role of Dr. Hillel 
Shapiro. 

So, with these words, we will proceed to 
the gastronomic experiment that lies ahead, 
where further discussion of an informal kind 
will doubtless continue. 

Thank you very much, ladies and gentlemen. 


NOTES AND NEWS : BERIGTE 


SYMPOSIUM ON PARENTERAL FLUID THERAPY 


A Symposium on Parenteral Fluid Therapy has been 
arranged by Medical Proceedings. This will be held 
in Johannesburg on 28 and 29 October 1960, in 
the Lecture Theatre (2nd Floor), South African 
Blood Transfusion Service, corner Klein and Esselen 
Streets, Hillbrow, Johannesburg. 

The Symposium will include sessions on Surgery, 
Neuro-Surgery, Paediatrics and Artificial Dialysis. 

The hours of the Conference are from 10 a.m. 
to 5 p.m. 

Interested medical practitioners are invited to 
attend. They should intimate their decision to at- 
tend the Conference as early as possible to: 


Dr. H. A. Shapiro, Editor, 
Medical Proceedings, 
P.O. Box 110, Johannesburg. 


Dr. David Ordman, of the South African Institute 
for Medical Research, and of the Department of 
Microbiology and Pathology of the University of 
the Witwatersrand, will shortly be leaving for over- 
seas where he will attend the Second International 
Bioclimatological Congress in London. 

Dr. Ordman (who is Secretary of the Committee 
of Allergic Diseases of the International Society of 
Bioclimatology and Biometeorology) will be Chair- 
man of the Specialized Working Group which will 
deal with the subject of Weather, Climate, Season 
and Asthma. 


Prof. O. S. Heyns, F.R.C.O.G., has been invited to 
- address the Section 
of Obstetrics and 
Gynaecology of the 
Royal Society of 
Medicine, London, 
as well as to give a 
practical demonstra- 
tion of his work on 
abdominal decom- 
pression in labour. 
Professor Heyns’ 
first publication on 
Abdominal Decom- 
nancy and Labour 
Prof. O. S. Heyns was published in 
Medical Proceedings on 21 March 1959. His 
researches have evoked interest all over the world, 
—* editorial comment in such journals as the 
cet. 


* * * 


THE WELLCOME TRUST: NEW CHAIRMAN 


Since the death of Sir Henry Wellcome in 1936 the 
Trustees of his Will have been operating as The 
Wellcome Trust. Sir Henry Dale, O.M., G.B./’., 
M.D., F.R.C.P., F.R.S., the senior Trustee, has served 
as Chairman of the Trust for the last 22 years. 
Having now reached the age of 85, he has retired 
from the Trusteeship, but he has accepted the invi- 
tation of the Wellcome Trustees to retain his co1- 
nexion with their activities in an advisory capacity. 
The Right Hon. Lord Piercy, C.B.E., has succeed°d 
him as Chairman. 
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Dr. H. B. W. Greig, Head of the Department of 
Haematology at the South African Institute for 
Medical Research, has been invited to be the open- 
ing speaker in the Section of Experimental Studies 
at a Conference on Thrombolytic Activity and Allied 
Phenomena. 


The Conference will be held from 18-21 Sep- 
tember at Princeton, N.J., under the auspices of the 
National Heart Institute and the International Com- 
mittee on the Nomenclature of Blood Clotting 
Factors. 

Dr. Greig will also attend the 8th International 
Congress of Haematology at Tokyo from 4-10 i 
vember, where he will present a paper on The 
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Isolation of Material with Proactivator Activity from 
Human Serum. 

Dr. Greig has been awarded the S. L. Sive Memo- 
rial Travelling Fellowship to enable him to attend 
the Congress of Haematology. 


* * * 


Dr. W. M. Politzer, Head of the Biochemistry 
Department at the South African Institute for Medi- 
cal Research, is going overseas to attend the 5th 
International Congress on Nutrition at Washington, 
D.C. from 1 to 7 September 1960. At the Congress 
he will read a paper on The Incidence of Diabetes 
Mellitus in the Bantu of Basutoland. 


PREPARATIONS AND APPLIANCES 


ASCOXAL 
FOR INFECTIONS OF THE MOUTH 


Astra International of Sweden, the inventors of 
Xylocaine, have introduced a new principle in the 
treatment of diseases of the oral mucous membranes. 
The active principle is the asc-ox reaction, which 
occurs between ascorbic acid and sodium percarbo- 
nate, with copper ions as catalyst, when an Ascoxal 
tablet is dissolved in water. This reaction has an 
antimicrobial and viscosity-reducing effect which is 
up to 250 times stronger than the effect of the 
individual constituents of the tablet Ser se. 

In contrast to anti- 
does not disturb the 
normal balance of the 
oral microflora nor give 
rise to resistant strains, 
nor does it produce any 
form of allergic pheno- 
mena. The asc-ox reac- 
tion causes no toxic or 


24 Tablets 


Ascoxal 


for infections 
of the mouth 


locally irritating side 
effects. 
Ascoxal is indicated 


in the treatment of acute 
and chronic gingivitis 
and stomatitis and oral 
mycosis. Prophylactically 
it is indicated in dental 
surgery and in orthodentic treatment with corrective 
appliances. 

Ascoxal is supplied in boxes containing 24 tablets 
each individually sealed in foil for protection from 
moisture. 

Further information may be obtained from the 
sole South African distributors, Westdene Products 
(Pty.) Ltd., P.O. Box 7710, Johannesburg. 


LIBRIUM 


Roche Products announce the introduction of an 
entirely new psychoregulator with a wide spectrum 
of activity as yet quite unknown in the field of 
special and general therapeutics. The name of the 
preparation is Librium. 

Librium contains as active substance Methamino- 
diazepoxide (7-chloro-2-methylamino-5-phenyl-3H-1, 
4-benzodiazepine-4-oxide hydrochlorode) a colourless 


crystaline substance highly soluble in water, unstable 
in solution and sensitive to light. 

Pharmacology: On account of its uniqueness it is 
a little difficult to describe Librium with known 
terminology, but one could best call it a psycholeptic 
with broad spectrum. 

Librium has a quietening effect, abolishing anxiety, 
tension and unreasoned fears. It furthermore pro- 
duces a degree of muscle relaxation. It is an anti- 
depressant covering endogenous, exogenous, neurotic 
and exhaustive types. In animal experiments it 
showed an unprecedented taming action changing the 
general aggressive behaviour pattern remarkably. 

1. Toxicity: Acute. The unusually broad margin 
of safety of Librium was demonstrated in the acute 
studies on mice and rats. 

Chronic. The results of prolonged administration 
of Librium confirmed the inherent low toxicity as 
shown in the acute studies. Ordinary doses as high 
as 80 mg. per kg. did not produce emesis or ataxia. 
Mild somnolence appeared to be the only register- 
able toxic effect in pre-lethal doses. 

2. Human Tolerance Determination: In doses 
ranging from 100 to 300 mg. per day no side 
effects were seen in 75% of a controlled series. The 
remaining 259% patients appeared a little drowsy and 
mildly ataxic. There were no significant changes in 
haematocrit, blood picture, kidney or liver function. 
The investigation of blood plasma levels and urinary 
excretion rates of Librium on patients who received 
150 mg. daily showed a consistently high blood level 
after the first two days. The therapeutic dose sug- 
gested varies between 10 and 30 mg. daily on the 
average. 

3. Excretion: Approximately 1% to 2% of the 
daily dose appeared in the urine in the free form 
and 3% to 6% as a combined excretion product. 
The drug is mildly accumulative and maximum 
therapeutic effect is reached within 2-3 days. 

4. Mode of Action: Neuroleptic, psycholeptic, 
muscle relaxant, mild anti-histaminic, potentiation of 
anaesthesia, anti-convulsant, anti-emetic, spasmolytic, 
anti-depressive. 

Indications: States of anxiety, tension and rest- 
lessness, psychoneuroses, organic neuroses, psycho- 
motor agitation, itching dermatoses, spastic states of 
striated muscles, sleep disorders, neurotic reaction to 
organic diseases, relief of stress and strain, removal 
of the underlying causes and agitated depressions in 
acute and chronic alcoholism, general states of depres- 
sion, autonomic somatic and sleep disorders. 
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Side Effects: In therapeutic doses no side effects 
were observed. 

Compatibility: There is no known incompatibility 


with any preparation, but it should not be combined 
with other psychoregulators. 

Dosage: Adults. Mild to moderate symptomato- 
logy—10 mg. 2-3 times a day. 

Severe symptomatology—20 mg. 2-3 times a day. 

Stress and strain symptomatology—20 to 25 mg. 
in a single daily dose to produce the specific psycho- 
therapeutic effect during the day and relaxed sleep 
during the night, which represents the extraordinary 
diurnal effect of Librium. 

The dosage for major psychiatric cases is higher 
and must be determined from case to case. Up to 
300 mg. a day have been used. 

Summary: Librium is a new psychotropic com- 
pound with an unusual broad spectrum. It belongs 
to the group of psycholeptics without hypnotic 
effects. It is an entirely new preparation, pharma- 
cologically, chemically and in its clinical application. 
Its indications extend into every branch of medicine 
and it is non-toxic as well as practically free of all 
side effects in the average therapeutic doses. 


ORENZYME 
FOR SYSTEMIC ANTI-INFLAMMATORY ACTIVITY 


Describtion: Orenzyme is a new oral enzyme tablet 
containing the proteolytic enzymes trypsin, chymo- 
trypsin and ribonuclease. The tablets are enterically 
coated to insure disintegration and release in the 
intestinal tract. 

Orenzyme is the first available oral enzyme pre- 
paration to provide systemic anti-inflammatory 
activity, and represents a distinct advance in the 
well established field of trypsin (Parenzyme) therapy, 
for che resolution of inflammation and oedema. 

Clinical Effects in Inflammatory Disorders: 

Removes fibrin deposits from capillaries and con- 
nective tissue; 

Restores local circulation; 

Hastens absorption of extravasated blood and 
tissue fluids; 

Liquefies mucous secretions; 

Promotes healing; 

Increases effectiveness of antibiotics. 

Mode of Action and Rationale in Inflammation: 
Parenzyme and Orenzyme hasten resolution of in- 
flammation and oedema by enzymatic action on the 
fibrin deposits blocking the capillaries and tissue 
spaces. Normal permeability is restored, and cir- 
culation re-established. 

As a result, waste products are removed, and the 
multiple defence forces of the blood gain access to 
the inflammatory site, preventing further tissue 
damage and hastening the healing process. 

Indications for Parenzyme and Orenzyme: 

(a) Inflammation Associated with Peripheral Vas- 


cular Disease: Acute thrombophlebitis, chronic 
thrombophlebitis, phlebothrombosis. 
(b) Ocular Inflammation: Extraocular trauma, 


iritis, vitreous haemorrhage, postoperative hyphema. 
(c) Bronchopulmonary Inflammation: To liouefy 
thick tenacious mucous exudates in severe bronchitis, 
bronchiectasies, emphysema and bronchial asthma. 
(d) Traumatic Wounds: Crush injuries, contu- 
sions, fractures, concussions, haematomas, sprains. 
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(e) Ulcerations: Stasis, ischaemic, decubitus, dia- 
betic. 

(f) Postoperative Tissue Reactions Following: 
Oral surgery, plastic surgery, urologic surgery. 

(g) Inflammatory Skin Disorders: Herpes zoster, 
dermatitis, psoriasis, carbuncles and furuncles. 

vantages of Oren- 
zyme: Orenzyme is the 
first effective oral en- 
zyme for systemic anti- 
inflammatory therapy. It 
is ideal for adjunctive/ 
maintenance therapy fol- 
lowing Parenzyme Aque- 
ous. 

There are no known 
incompatibilities to Par- 
enzyme and Orenzyme. 
Other specific medica- 
ments such as _anti- 
coagulants and _anti- 
biotics may be given 
when indicated. 

For infections, appro- 
priate antibacterial 
therapy should be used 
concurrently. 

Side Effects: Both 
Parenzyme and Oren- 
zyme have a wide mar- 
gin of safety and are 
rarely contraindicated. 
They should be used 
with caution in patients with abnormalities of the 
blood clotting mechanism, such as haemophilia. 
Patients with severe renal or hepatic disease should 
be followed carefully during Parenzyme or Oren- 
zyme therapy. 
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Dosage: For best results, adeauate dosage is 
important. Initiate treatment with Parenzyme 
Aqueous: 1 cc. (5 mg.) injected intramuscularly 


once or twice daily for several days, followed by 
Orenzyme, 1 tablet 4 times daily as indicated for 
maintenance. 

Infants and children up to 2 years: 0.2 cc. (1 
mg). 

Older children: 0.5 c.c. (2.5 mg.). 

or 

Orenzyme: 2 tablets swallowed with a glass of 
water 4 times daily. Dosage may be reduced to 1 
tablet 4 times daily once symptoms begin to dis- 
appear. 

Orenzyme is supplied in bottles of 48 red enteric 
coated tablets. Each oral tablet equivalent in pro- 
teolytic activity to 20 mg. crystalline trypsin. 

Marketed in South Africa by: 

Mer-National Laboratories (Pty.) Ltd., P.O. Box 
6742, Johannesburg. 

Distributed in South Africa by: 

Westdene Products (Pty.) Ltd., P.O. Box 7710, 
Johannesburg. 


COPROL AND COPROLAX 
RAFA LABORATORIES, JERUSALEM, ISRAEL 


Cobrol is Dioctyl Sodium Sulphosuccinate and_ is 
indicated as follows: 

_ (@ In the treatment and prevention of constipa- 
tion; 
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(b) In the treatment of faecal impaction; 

(c) In those conditions requiring the maintenance 
of soft stools, e.g. frequency, proctologic conditions, 
anal fissure, pn, geriatrics, etc. 

Coprol does not add bulk, 
neither does it cause watery 
stools or irritate intestinal 
mucosa. In addition, there is 
no interference with absorp- 
tion of fat-soluble vitamins, 
as is the case with mineral 
oil. Coprol does not create 
a habit, or lose its effective- 
ness over long periods of 
use. Coprol is purely a stool- 
softening agent and is not a 


laxative in the ordinary 
sense of the word. Its action 
is gentle and does not 


become fully apparent until 
24-28 hours after ingestion. 

If a laxative is required in 
addition, Codrolax is indi- 
cated. 

Dosage and Packing: 

Coprol Cabsules: 1-2 twice daily. 

Available in plastic containers of 40 capsules each 
of 100 mg. 

Coprol Liquid: 

Adults: 10-20 drops once or twice daily. 

Children: 5-10 drops once or twice daily and the 
dose should be diluted with fruit juice. 

Available in dropper bottles of 20 c.c. 

Coprolax Capsules: These should be used where 
a laxative is indicated. 

Each capsule contains 5.0 mg. of diacetyl-diphenyl- 
isatime and 100 mg. of Copro/. One or two capsules 
should be taken before retiring. 

Available in plastic containers of 40. 


REVIEWS 
VACCINATION CONTROL OF’ INFECTIOUS DISEASES 


European Technical Conference on the Control 
of Infectious Diseases through Vaccination Pro- 
grammes: Report. World Health Organiza- 
tion: Technical Report Series, 1960, No. 198, 
21 pages. 1s. 9d. 

Pretoria: Van Schaik’s Bookstore (Pty.) Ltd., 
P.O. Box 724 


Thanks to vaccination, fewer persons now suffer or 
die from such diseases as diphtheria, poliomyelitis 
and tuberculosis. If immunization programmes using 
the best available vaccines were more generally 
applied, the risk of infection from certain diseases 
could be still further reduced. Some of the prob- 
lems raised by vaccination procedures are discussed 
in a recently published Report of a European Tech- 
nical Conference on the Control of Infectious 
Diseases through Vaccination Programmes. The 
Report gives a broad picture of the legislation in 
force regarding vaccination in Europe. Compulsory 
vaccination varies considerably from one country to 
another; many use a mixed system in which some 
vaccinations are compulsory, while others are not, 
and the general tendency is to substitute effective 
health education for compulsion by law. A very 
important aspect is that of inspection and the record- 
ing of vaccinations, which makes it possible to 
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Manufactured by Rafa Laboratories, Israel. 
Enquiries: Remedia (Pty.) Ltd., Union Centre, 
Pritchard St., Johannesburg. Telephone: 34-3218. 


MEPROSERPINE 
RAFA LABORATORIES, JERUSALEM, ISRAEL 


Meproserpine is an antihypertensive with ataractic 
and sedative properties. Each tablet of Meproserpine 
contains: 

Meprobamate 150 mg. 

Reserpine 0.1 mg. 

Theobromine 300 mg. 

Indications: Mepro- 
Serpine produces gradual 
and sustained reduction 
of hypertension,  alle- 
viates congestive head- 
ache, vertigo and dys- 
pnoea. It is particularly 
useful in reducing irrit- 
ability and states of 
apprehension. 

Dosage: The average 
dose of Meproserpine is 
1-2 tablets, 1-3 times 
daily. When improve- 
ment has been main- 
tained for a period of 
3-4 weeks, the dose may 
be reduced or medica- 
tion withdrawn — until 
resumption is indicated. 

Meproserpine is avail- 
able in plastic containers 
of 20 and 100 tablets. 

Manufactured by Rafa Laboratories, Israel. 

Enquiries: Remedia (Pty.) Ltd., Union Centre, 
Pritchard St., Johannesburg. Telephone: 34-3218. 


OF BOOKS 


obtain reliable data regarding their effectiveness. 
Generally the cost of vaccination programmes is 
borne by the health authorities; in some cases the 
cost has to be met by the patient himself, which 
may adversely affect the success of the campaign. 

The Report gives a brief account of the value 
and present state of the most important vaccinations. 
Although smallpox does not exist as an endemic 
disease in European countries, it was generally felt 
that it was still necessary to maintain a relatively 
high level of immunity in the population through 
continued vaccination programmes. It was agreed 
that BCG vaccination should be considered as part 
of the overall tuberculosis control programme of any 
country, but this proposition is very arguable and 
could well be controverted. The Report discusses 
the two types of anti-polio vaccines used at present: 
inactivated virus vaccine and attenuated live virus 
vaccine, which has been successfully applied in the 
Soviet Union to more than 12 million persons. 
The use of triple vaccine against diphtheria, tetanus 
and pertussis is recommended, and consideration is 
given to the suitability and effectiveness of many 
other vaccines, such as those against influenza, 
typhoid, paratyphoid, tularaemia, brucellosis, rabies, 
etc. as well as those used against quarantinable 
diseases (yellow fever, typhus and cholera). 

After dealing with the risks and techniques of 
different vaccinations, the Report discusses the im- 
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portance they may have in the control of infectious 
diseases, and finally suggests models for programmes 
which, in the opinion of the Conference, might 
adopted in the various countries according to the 
degree of development of their health services and 
their own particular problems. 


VENEREAL INFECTIONS AND TREPONEMATOSES 


Expert Committee on Venereal Infections and 
Treponematoses, Fifth Report. World Health 
Organization: Technical Report Series, 1960, 
No. 190; 73 pages. 3s. 6d. 

Pretoria: Van Schaik’s Bookstore (Pty.) Ltd., 
P.O. Box 724. 


In this Report the WHO Expert Committee on 
Venereal Infections and Treponematoses considers 
various aspects of the subject in the light of recent 
medical progress. The Brussels Agreement of 1924 
(respecting treatment facilities for venereal diseases 
in seafarers) is examined in relation to the simplified 
therapy now available, the need for more accurate 
reporting, and the development of international 
serological standards and methods. The present status 
of treatment for the main venereal infections is 
reviewed—in particular, the difficulty of controlling 
gonorrhoea, and possible reasons and solutions for 
this problem. 

Methods of achieving eradication of endemic 
treponematoses, including the conduct of mass cam- 
paigns, particularly against yaws, are discussed to- 
gether with the question of the increased risk of 
allergic reactions to penicillin likely to result from 
its widespread use and misuse. The Report dis- 
cusses the nature and incidence of these reactions, 
and their prevention at the public health and patient 
levels, and recommends lines for further research. 
The use of drugs other than penicillin in the treat- 
ment of the treponematoses is also considered. 

The progress of WHO activities is outlined in 
the fields of international standardization and of the 
serological and laboratory aspects of venereal infec- 
tions. There is special emphasis on the planning 
of research, and suggestions are put forward for the 
exchange of scientific information, for the establish- 
ment of a standard nomenclature and classification 
of yaws and syphilis, for training of auxiliary per- 
sonnel and their teachers in preparation for mass 
campaigns, and for the furnishing of venereal disease 
information and health education to age-groups at 
particular risk of infection. 


MENTAL DISORDERS CLASSIFIED 


Classification of Mental Disorders: E. Stengel. 
Offprint from Bulletin of the World Health 
Organization, 1960, 21, 601-663. 3s. 6d. 
Pretoria: Van Schaik’s Bookstore (Pty.) Ltd., 
P.O. Box 724. 


Psychiatrists disagree about the concepts upon which 
a classification of mental disorders should be based; 
hence the many classifications, and the frequent 
description of the same or similar conditions under 
a confusing variety of names. The effect of this 
diversity of classification has been to defeat attempts 
at comparing psychiatric observations and the results 
of treatment in different countries, or even in dif- 
ferent centres of the same country. 

In recent years the epidemiological approach to 
mental disorders has been more and more employed. 
To be used successfully and on a wide scale such an 
approach requires a common basic terminology and 
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classification. As a first step towards this, the author 
of this paper examines critically the classifications in 
current use. He shows that some of the difficulties 
created by present-day lack of knowledge are sur- 
mountable by the use of “ operational definitions,” 
and he outlines the basic principles on which, he 
believes, a generally acceptable international classifi- 
cation could be constructed. 

The paper reproduces 38 different classifications in 
detail, and contains a useful reference list. 


ENDEMIC GOITRE 


Endemic Gottre. By Various Authors, Geneva, 
1960 (World Health Organization: Monograph 
Series, No. 44), 471 pages. £2. 

Pretoria: Van Schaik’s Bookstore (Pty.) Ltd., 
P.O. Box 724. 


Although more than forty years have passed since 
the iodization of table salt was demonstrated to be 
a simple, safe, and effective method for the mass 
prophylaxis of endemic goitre, relatively few coun- 
tries have applied this measure with sufficient deter- 
mination, and the disease still remains prevalent over 
large areas of the world. Public health authorities 
in many countries have tended to underestimate the 
importance of goitre as a threat to physical, social 
and economic well-being: they have lacked convic- 
tion regarding the safety and efficacy of prophylactic 
measures; and they have been deterred by adminis- 
trative and technical difficulties. 

Over the past ten years, the World Health Organi- 
zation, in co-operation with FAO and UNICEF, has 
endeavoured to encourage goverments to investigate 
the problem within their territories. In addition to 
participating in international discussions on endemic 
goitre control, it has despatched consuitants to 
various regions to advise governments on the mea- 
sures to be taken and has published a number of 
studies dealing with various aspects of the problem. 
The present monograph on endemic goitre, with 
contributions by 18 authors from 10 different coun- 
tries, provides a comprehensive and up-to-date review 
of the subject and includes chapters on the history, 
prevalence and geographical distribution of endemic 
goitre, the health significance, physiology, patho- 
logical anatomy and etiology of the disease, experi- 
mental studies on goitre, the technique of endemic 
goitre surveys, the therapy and prophylaxis of ende- 
mic goitre, the iodization of salt, the principles and 
practice of endemic goitre control, and legislation on 
iodine prophylaxis. 

The chapter on the prevalence and geographical 
distribution of endemic goitre, presents a compre- 
hensive country-by-country survey of the problem, 
which provides striking evidence of the widespread 
occurrence of goitre and of its public health import- 
ance in many territories in all parts of the world. 
From other contributions, it is clear that, in spite 
of great advances that have been made over the last 
20-30 years in knowledge of the functions and 
dysfunctions of the thyroid gland, much remains to 
be learned about the etiology and pathogenesis of 
endemic goitre. Nevertheless, although various 
etiological factors may be involved, overwhelming 
evidence is presented that increased iodine intake 
exerts an adequate preventive effect in all but a few 
exceptional cases. It is to be hoped that this mono 


graph will encourage public health authorities to 
take an active interest in the problem and will help 
them to overcome any administrative, legislative or 
technical , difficulties that they may encounter in 
instituting programmes of mass prophylaxis. 
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